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ABSTRÀCT

The period of bereavement has been linked with changes in

physical and mental functioning of the individual, with the

precipitation of illness or death, with the increase of

health threatening behaviors such as drinking, smoking and

drug use, and with the increased used of health services.

The strain on the health status of the individual has

implications for society and the health care system.

Different types of interventions have been postulated to

ameliorate the effects of bereavemenË such as mutual support

groups, hospice programs, and psychotherapy. It is unclear

which intervention is most effective. AS competition for

health care dollars increases, it is crucial that the most

effective vray to provide care for bereaved individuals be

delineated. Therefore, it waS proposed that the bereavement

program at St. Boniface General Hospital be evaluated.

The study used a quasi-experimental design with one

experimental group and one non-equivalent control 9roup. A

pretest measure vtas taken within seventy-two hours of the

patient being admitted to the institution to determine the

presence of anticipatory grieving. Outcome measures were

taken at six weeks and six and twelve months post death.

The primary measurement tools used in the study were the

1t



Goldberg (1978) General HeaIth

and Schroeder (1985) Bereavement

The results of this quasi-experiment did not demonstrate

a statistically significant difference between individuals

who participated in a bereavement program and those who did

not. Since a small sample size was used, the investigator

had only a 51% chance of detecting a large difference

between the groups. Therefore, the differences found

between the groups were "cIinically significant". Àt six-

weeks post death the bereavement program appeared to

decrease the intensity of the grieving response especially

in the areas of. anger, meaninglessness' yearning, and morbid

fears. As the process of bereavement continues after the

six week period, concrete recommendations wiIl be withheld

until the final measurements have been made.

Questionnaire and the.Demi

Experience Questionnai re.

111
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ChaPter I

STATEMENT OF THE PROBLEM

The growth of the hospice or palliative care movement

throughout the world appeared simultaneously with the death-

awareness movement in society. The death awareness movement

began in an attempt to reverse or uncover the denial of

death in society and ultimately to improve the quality of

care for the dying individual and family. The pioneering

work and writings of Elizabeth Kubler-Ross (1969) and Àvery

Weisman (1979) have stimulated initial work in the area and

encouraged others to explore it further.

The term "hospice" vras used in the Middle ages to signify

a "way station" for pilgrims or travellers where they would

receive refuge and sustenance (taylor, 1983 & Zimmerman,

1981). The religious orders who managed the hospice later

began to care for the homeless and sick (Cohen , 1979). The

first modern hospice, St. Christophers, was established in

1 968 in London by Dame Cicely Saunders to provide care for

terminally iIl patients (uiflier, 1985).

The hospice movement spread from Great Britain to the

United States and Canada. Independent or free-standing

hospices erere the norm in the United States while in Canada

the hospice movement became apparent in the development of

1-
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palliative care units attached to major hospital facilities.

The term "hospice" can be used to designate many different

facilities and is rea11y a philosophical orientation as

opposed to a particular place. The philosophy is practiced

by a multidisciplinary team and consists of providing care

to the patient and family which is holistic in nature'

taking into consideration the physical, psychological, and

spiritual realms of the human being and extends to include

the bereavement process (Ooy}e , 1983; Kutscher, Klagsbrum'

Torpie, DeBelIis, HaIe & Tallmer, 1983).

The need for palliative care units arose out of the

inadequacy in care for terminally iIl patients who were

receiving care which was "cure-Oriented" rather than

comfort-oriented, creating situations of isolation and

depersonalization (Mount , 1976). The curative orientation

within the institutions resulted in patients' symptoms being

treated with littIe aÈtention to discomforting symptoms and

psychosoc ial concerns.

In 1975 the first two Canadian palliative care units were

opened, in Montreal at the Royal Victoria Hospital and in

Winnipeg at the St. Boniface General Hospital (Irey' 1985).

Since that time many other programs have been established

and as of 1982 there ytere one hundred and sixteen programs

with a total of two hundred and sixty-six palliative care

beds. Ninety-five percent of patients cared for in

patliative care beds have terminal cancer (SouthaIl, 1982).
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Even though palliative care has many benefits to offer the

dying patient, only ten percent of patients with cancer are

cared for in a palliative care program '(Southall, 19821.

One of the reasons for this situation lies in the fact that

littIe evaluative research has been done in palliative care

settings to establish its effectiveness in. providing an

alternative within the health care system (r,ey , 1982) .

The palliative care unit of the St. Boniface General

ttrospital opened in November , 1.974 and provided service in

the inpatient setting and in the community through the home

care department. Ninety percent of aIl individuals admitted

to the palliative care program are affected by cancer.

Cancer is the second major cause of death of individuals in

Manitoba and the incidence of new primaries is on the rise

(Uanitoba Cancer Foundation, 1984). Not only are more

people being diagnosed with cancer but slightly more

individuals are dying of the disease (See Figure 1 .1 ) .

Approximately seventeen deaths per month occur on the

palliative care unit (pattiative care Program, 1985). Às

the death rate due to cancer is high' many families in the

province are left to cope with a period of bereavement.

The palliative care program recognizes that bereavement

is a normal part of the human experience and it is given

consideration before the patient dies by keeping families

informed, helping them to communicate openly about decision-

making and assisting them to 'deal with unresolved emotional
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issues (pattiative Care, 1985). Intervention in the period

of bereavement currently consists of sending a bereavement

card at four weeks post death as this is the time many of

the familiar supports are withdrawn from the bereaved

individual. Further contact in the form of a bereavement

social evening is made with the bereaved individual or

famity from six to nine months after the death. The form of

intervention currently employed by the palliative care unit

does not appear sufficient when considering the results of a

needs assessment conducted at St. Boniface Hospital and in

examining a review of the literature.

Bereavement, like death, is an unavoidable fact of life'

and causes pain. Vachon (1976) aetines bereavement as "the

loss of, or separation from an object depended upon for

sustenance, comfort and security, and grief as the emotional

state normally resulting from such a loss" (p. 35).

Bereavement is a time that may involve "significant role

changesi the loss of one's best friend, sexual partner'

financial security; and changes in one's identity and sense

of self" (vachon, 1983, p. 451). Bereaved individuals often

feel they have lost part of themselves or that their lives

have become void of meaning. Peop1e respond to loss in a

variety of vrays. This great variation in response is what

makes it difficult to determine what is normaf or abnormal

grieving, or expression of loss.
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the symptomatology of grief was f irst described by

Lindemann in 1944 after observing survivors of the Coconut

Grove Nightclub disaster. Common grief reactions consisted

of: (a) sensations of somatic distress (tightness in the

throat, a need to sigh, shortness of breath); (b) intense

preoccupation with the image of the deceased; (c) strong

feelings of guilt; (d) Ioss of warmth towards others; (e)

disoriented behavior patterns ( restlessness, decreased

ability to concentrate); and (f) appearance of traits of Èhe

deceased. Other researchers have corroborated these earlier

observations (Clayton, Desmarais, & winokur, 1968; GIick,

Parkes & Weiss, 1975; Parkes & Weiss, 1983; Raphael, 1977).

The normal symptoms of grief often cause fear and anxiety

within the bereaved person so that they feel they are going

out of their mind (Olsen' 1985).

The period of bereavement has been linked with changes in

physical and mental functioning; with the precipitation of

illness or death; with the increase of health threatening

behaviors such as drinking, smoking, and drug usei and with

the increased use of health services. Examination of the

effects of bereavement on the individual has revealed

conflicting evidence. Studies indicate that for men under

the age of seventy-five, there is an increased risk of

mortality in the first year of bereavement, especially if

they do not remarry (Helsing 6. Szhlo , 1981 ¡ Kraus &

titienfeld, 1959; Rees & Lutkin, 1967; Young, Benjamin &
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WalIis, 1963). The studies examining the effects of

bereavement on widows are conflicting. In general, it was

found that there was no increase in mortatity in the first

year of bereavement. Àn increase in mortality was found in

the second year of bereavement by one researcher (Cox &

Ford, 1964) while other researchers, (C1ayton, 1974i

Clayton, 1979; Gerber et âI., 1975b; Ward, 1976) found there

to be no significant differences in mortality in the widowed

population. The suicide rate has been found to be greater

in the bereaved population than in the non-bereaved

population, with the greatest increase being evident in

males (MacMahon & Pugh, 1965; Shepard & Barraclough, 1974).

Morbidity is also affected by the bereavement period. Àn

increase is noted in the occurrence of depressive

Symptomatology, âS well aS in increased consumption of

tranquilizers and or sleeping piIIs, and tobacco and drug

usage, which may compromise the health status of individuals

(Clayton , 1974; Maddison & Viola, 1968i Parkes, 1964a¡

Parkes & Brown, 1972¡ Paykel, Myers, Dienelt & Klerman,

1969; Raphael, 1977). Some studies have Iinked specific

types of illness to individuats in the bereavement period

but most of the studies are inconclusive due to small sample

sizes,.. weak methodologies and vague methods of def ining

Ioss. Schmale and Iker (1955) reported an association

between loss and different types of cancer' especially

cancer of the cervix, while Greene ( 1 954 ) found an
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association between recent loss and the incidence of

Ieukemia and lymphoma. The most common link between loss

and a Specific disease entity relates to the cardiovascular

system with arrhythmias, infarcts and congestive heart

failure being prominent conditions (engel , 1971 ¡ Parkes &

weiss, 1 983) . HeIsing, Comstock and Szklo (1982) found

widows who died had an increased percentage of deaths due to

cirrhosis of the liver while widowed men were at increased

risk for infectious diseases' accidents and suicide.

Examination of the use of health care facilities by the

bereaved population also presents conflicting evidence.

Most studies report no increase in physician visits amongst

the bereaved population (Clayton, Her janic , l'lurphy &

Woodruff, 1974i Parkes & Brown, 1972) while in England and

one study in the United States in which there were prepaid

health plans there was an increase in physician visits
(Parkes, 1964a; Parkes, 1970b; Wiener, Gerber, Battin &

Arkin , 19751. It has been suggested that economic factors

rnay play a role in seeking out health services (Osterweis,

Solomon & Green, 1984r. In a recent study Mor, McHorney and

Sherwood ( 1 986) found an increase in physician visits

amongst the bereaved population but no greater occurrence of

hospitalizationr suggesting the physician Ì¡as used as a

means of emotional support.

Even though some of the evidence in regard to the effects

of bereavement on morbidity and mortality is conflicting'
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there is enough evidence to conclude that the period of

bereavement puts a strain on the health status of the

bereaved individual. This increase in morbidity and

mortality has implications for society and the health care

system. Time and money are lost in sick benef its,

emplóyment time, treatment costs, and incalcuable

expenditures in individual and family functioning.

Bereavement is a time of stress that takes a toll on the

individual experiencing it, and may affect the quality of

the bereaved individual's Iife. As members of the health

care profession, it becomes imperative to identify a vray to

deal effectively with the consequences of bereavement.

The need to amelioraÈe the effects of bereavement is

obvious. Different types of intervention have been

postulated to soften the effects of bereavement such as

mutual support groups, (Barrett, 1978; Silverman, 1976¡

Vachon,'Lyal}, Rodgers, Freedman -Letofsky & Freeman, 1980)

hospice programs (Cameron & Brings, 1980i Parkes, 1981) and

various types of psychotherapy (Forrest, Standish & Baum,

1982; Gerber, Wiener, Battin & Arkin, 1975bi Horovritz'

l'larmar, Weiss, Dewitt & Rosenbaum, 1984; RaphaeI, 1977). It

is unclear which intervention is most effective and for

which group of people in mitigating the effects of

bereavement. As competition for health care dollars

increases, it is crucial that the most effective vray to

provide care for bereaved individuals be delineated. Some
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of the difficul-!y in analyzing bereavement programs Iies in

the fact that they are often run by tay individuals who are

untrained in researchr or who have not wished to be placed

under the scrutinizing eye of research teams (Osterweis,

Solomon, & Green, 1984). Comparative evaluations are

difficult due to the diversity in goals, structure, and

content of the various programs and also due to the

diversity in research methodologies which are used.

It is now urgent that the health care system find an

ansyrer to the question, "Which bereavement intervention iS

most effective in assisting individuals with the process of

grief?" The answer to this question wiIl expand research by

establishing recommendations for the intervention and care

of bereaved individuals. To begin to answer this question,

it was proposed that an evaluation of the expanded

bereavement program of the palliative care unit of the St.

Boniface Hospital be undertaken. The two primary questions

to be answered by this study are as follows:

1. l{hat effect does the bereavement follow-up program of

the palliative care unit of the st. Boniface General

Hospital have on the bereavement experience of the

individual?

¿. Is the bereavement follow-up program of the

patliative care unit of the St. Boniface General

Hospital effective in promoting physical health'
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psychological health, and social functioning of the

individual?

1 .1 CONCEPTUAL FRÀMEI^7ORK

The conceptual framework chosen to guide this research in

the area of bereavement is crisis theory. This section will

be discussed from the perspectives of the development of

crisis theory, development of a crisis, application to

bereavement, crisis intervention, and strengths and

limitations of the theory.

1 .1 .1 Development of Crisis Theorv

Crisis theory is based on the components of systems

theory which had its origins in the biological sciences. Àn

organism, which is the main component of life in systems

theory, is viewed as being "composed of mutually dependent

parts and processes standing in mutual interaction" (von

Bertalanffy, 1968, p. 33). The whole functions as a whole

because of the interdependence and the whole is greater than

the sum of its parts. Crisis theory uses the concept of

interdependence to expand the focus of the individual who is

never observed as a separate entity but rather in

interaction with its internal and external environment.

Since a system is interdependent there is also an implied

relationship that change in one portion of the system will

create change in aII other portions (Braden & Herban , 1976).
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À system is characterized by the preservation of a state

of equilibrium or homeostasis. Equilibrium is not a static

state but is rather dynamic and is maintained by the flow of

energy into, through, and out of the system. Feedback

mechanisms are used to monitor progress towards a goal, to

correct an ambivalent response, or to change the goal

(Broderick & Smith, 19791. Simple or stereotypical feedback

uses old ways and patterns to cope with a situation and may

be effective for handling known or minor problems. However

morphogenesis or the creation of new coping mechanisms or

patterns may be necessary when the system does not contain

in its repertoire a mechanism with which to cope with the

situation. The system has the potential to move towards

growth and homeostasis (negentropy) or towards

disorganization and decreased energy exchange (entropy)

(gat1 & weaver, 1985).

1.1.2 Development of a Crisis

Caplan (1964) described four phases in the development of

a crisis (See Figure 1.2). Tension may rise steadily, it

may fluctuate through various peaks or it may rise guickly

and then plateau. Phase One Occurs when an event cau5es an

initial rise in anxiely. The individual usually responds by

using familiar problem solving mechanisms to reduce or

eliminate the stress and discomfort coming from the anxiety.

In phase two, the individual's usual problem solving ability
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fai ls and the stimulus continues. Phase three is

characterized by a further rise in anxiety, where the

individual uses aIl available resources to deal with the

problem. These may be oId coping mechanisms' new strategies

or redefinition of the goal. In phase four the individual's
problem is unsolved and the tension and anxiety rise to an

unbearable degree resulting in a state of active crisis

which occurs when internal strength and social support are

Iacking. À crisis situation has the potential to be

successfully resolved or to produce further maladaptive

coping mechanisms in any of these phases.

Crisis is described as being an acute condition rather

than chronic, and its development follows a specific
pathway. This pathway is affected to a certain degree by

the social context in which it occurs as well as the

particular meaning the event has for the individual (nurgess

& Baldwin, 1981; France, 1980; Morrice, 1976). Many authors

state that it is not the events in an individual's life that

activate crisis per s€, but rather how they are interpreted

and the coping mechanisms and social resources available to

deal trittt the situation which determine whether or not it

results in crisis (Burr , 1973,i HiIl , 1949 i Hof f , 1984¡

Umana, Steven & McConville, 1980). Àccording to Caplan

(1961), coping encompasses two components, adaptation which

is the modification of. environmental factors, and adjustment

which is the intra-psychic manipulation. A precipitating
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event which upsets the homeostasis of the individual usually

causes the crisis state but stress can also be viewed as

cumulative. Stress over time which is not resolved may also

result in a crisis state as depletion in coping reserves

occurs (Burgess & Lazare, 1976; Jacobson' 1980; Specter &

Claiborn, 1973). Caplan (1964) stated that the "essential

factor influencing the occurrence of crisis is an imbalance

between the difficulty and importance of the problem and tbe

resources irnmediately available to deal with it" (p. 39 ) .

1 .1 .3 Crisis Theorv and Bereayement

Crisis theory is an effective concept in viewing bereaved

individuals. Crisis, can be defined as "a turning point"

(Uiller & Keane, 1978, p. 253). A crisis can be described

as situational or maturational. A situational crisis as

defined by Murray and Zentner (1975) is

"an external event or situation, one not
necessarily a part of normal 1iving, often sudden,
unexpected, and unfortunate, which looms Iarger
than the persons' immediate resources or ability
to cope añd which demands a change in behavior"
(p. 209).

Maturational crisis as described by Helvie (1981) is the

"stress experienced by aII human systems during the

transition period of moving from one stage of physical,

social, psychological, and intellectual growth to another"

(p. 2461. With Èhe decrease in death rates prevalent in

North American society due a: improvements in medical care

and technology, death is often a novel experience and the
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individual does not ,have an abundance of coping mechanisms

with which to handle bereavement, thus creating a

situational crisis (Uhlenberg, 1980). The iàdividuat

experiences situational crisis due to the fact that

bereavement taxes coping abilities and forces new behavior

patterns. The crisis is also maturational in nature, as. alI

people experience grief, iL is a transitional stage in which

aII must participate.

An individual is maintained in homeostasis through the

meeting of variouS needs such as security, Survival, love,

and self-esteem (oixon , 1979) . Therefore, when a

relationship (a means of meeting the need for love) is lost,

the individual's sense of homeostasis may be disrupted and a

crisis may result. Depending on the relationship which is

Iost, adjustments may be major or minor. Major adjustments

occur when roles must be redefined and when the individual

has played a key role for other members in the family

(Campbell, 1977; Langsley & Kap1an, 1968). Even though

bereavement is.a painful experience, the individual has the

potential to grow from it (negentropy), by fearning new vrays

of coping, new ro}es, and by defining new abilities (Caplan,

1974).
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1.1.4 Crisis Intervention

According to Aguilera and Messick (1982), crisis

intervention is useful in breaking the crisis process. This

is done by assessing and planning with the individual or

family in crisis. The process of crisis intervention is

consistent with the nursing process which uses the steps of

assessment, planning, implementation, and evaluation. What

is important for the health care worker is that they deal

with the problem through a form of activity rather than

through avoidance (Caplan, 1964). According to the theory,

an individual in crisis has a desire for help and is in a

state where learning can take p1ace. Morley (1967)

suggested that crisis intervention could be done by (a)

assisting the individual to become a!Íare of the crisis; (b)

helping the individual to understand his/her feelings; (c)

exploring possible coping strategiesi and (d) reopening the

social world. Resolution of the crisis is possible when

adaptive coping mechanisms have been reinforced and tension

and anxiety have been reduced.

The process of readjustment or the return to homeostasis

after a bereavement has been termed grief work (Demi , 1984¡

Lindemann, 1944; Parkes, 1975i Johnson-Soderberg, 1981 ) and

is seen as a necessary process for the bereaved to

experience to resolve their grief. This process consists of

four phases and illustrates where crisis intervention can be

applied. The first stage of grief work is characterized by
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numbness which may last a few hours or days. During this

phase the individual is unable to face the reality of the

situation. In the second phase the individual begins to

accept the pain of the loss, which usually involves the open

expression associated with the pain. During the third phase

the individual begins to have some understanding of the

meaning of the loss to them (internal adjustment--intra-

psychic manipulation), and that the reactions experienced

are normal. In the fourth phase, the resolution of grief

becomes apparent as the individual begins to resume

activities and social relationships and to redefine their

role without the deceased (environmental or external

adaptation). This stage corresponds to a state of "new

equilibrium".

1.1.5 Strenqths and Limitations of Crisis Theorv

À major strength of using crisis theory to explore

bereavement is the fact that it does not look at the

situation from an illness perspective but rather as a normal

situation which results from stress where problem solving

skills are appropriate. This is important as the bereaved

individual needs to be reassured that what they are

experiencing is normal and they will be able to get through

ir.

Since crisis is based on a dynamic state, the concepts of

change and growth or learning can be incorporated into its
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explanation. This portion of the theory illustrates that

the goal of Èherapy with the bereaved individual is not to

bring them back to their pre-bereavement functioning state

but rather to stimulate growth, which wilt assist them in

achieving a higher level of health (new homeostasis).

Crisis theory can also be incorporated into the nursing

process through assessment, planning, intervention and

evaluation and can therefore, be easi Iy used and

communicated to nursing personnel. The theory stresses that

coping and growth do not occur in a vacuum but are

influenced by the interpersonal relationships which an

individual has as well as the larger influence of the

community. Crisis therapy can be applied at the aggregate

level which is important for nursing as larger groups of

people can be assisted (t indsay, 1975). The final major

strength of using crisis theory in the approach to

bereavement is the fact that it incorporates an

interdisciplinary perspective which is consistent with the

palliative care philosophy of "team" functioning.

One of the difficulties with the crisis framework is that

crisis is viewed as a self-Iimiting experience lasting from

four to six weeks (Uotf, 1984). The crisis of bereavement

is not seen to be resolved until at least one year from the

time of death if it really is ever truly resolved (Parkes,

1972ù. Caplan (1974b) questions whether bereavement is .one

crisis or a series of short crisis periods' that make up a
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period of Iife or psychosocial transition. Parkes (1970a)

views a psychosocial transition as the lray in which the

individual must restructure his/her view of the r¡orld. This

orientation is consistent with combining the two types of

crisis (situational and maturational) in the bereavement

per i od.

Lindsay (1975) comments that another difficulty with

crisis theory is that its usefulness in terms of

predictability is low, that the theory is not able to

predict who will labe1 a situation a crisis and who will
not. However, f.or certain crisis producing situations such

as bereavement, determinants of outeome that wiII help to
expand the model are becoming clearer.

1 .1 .6 Summarv

The growth of the hospice movement throughout the world

brought about innovations in care for the terminally i11

patient and family. Àn important component of palliative

care is bereavement follow-up. Bereavement can place an

additional stress on the individual/family which has the

potential of escalating to a crisis situation. with proper

intervention a crisis can be prevented and the health and

sociat functioning of the individual enhanced.



ChaPter II
LITERATURE REVIEW

The I i terature review vras compi led f rom a var i ety of

sources: a manual search, computer search, tracking of

citations, and from personal contacÈ v¡ith researchers in the

area of loss, grief, and bereavement. titerature has been

taken from the fields of nursing, medicine, thanatologY,

religion, psychology and sociology. The literature will be

reviewed from the following perspectivesi socio-cultural,

historical, symptomatology, grief as a process, the

morbidity and mortality of bereavement, determinants of

bereavement outcome, pathological grief, family response'

and bereavement interventions.

2.1 SOCIO-CULTURAL PERSPECTIVE OF DEÀTH AND BEREAVEMENT

The manner in which an individual responds to death and

bereavement is in part affected by the values held by the

society in which the individual Iives, but the mourner also

determines to some extent how others will react to him/her

(parkes, 1985). Every society has its ogtn mores' values,

and ideas surrounding death. In North American society, the

approach to death is influenced by the large variety of

cultures of which it is formed and at the same time Èakes on

a cultural perspective of its own.

21
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Stephenson (1985) described the changing views of. death

in the United States prior to the nineteenth century to the

present day as consisting of the Puritan conception, secular

conception, and the contemporary conception. The Puritan

view of death (prior to the 19th century) saw death as

sacred. Death was a time when the individual would meet

God, the creator, and confront ultimate judgement. Death

was seen as the result of original sin, and therefore the

Puritan spent his time on earth in servitude to God, trying

to live according to His precepts. Death was viewed as

having a special purpose because it vras "the wiII of God"

which also implied individuals had Iit,tIe control over the

Iaws of nature. Prior to the nineteenth century death was

very visible as infant mortality Yras high and life

expectancy vras low and therefore, people came to accept

death as a fact of life (Kastenbaum & Aisenberg, 1972¡

Rando, 1984). Most members of the immediate community

participated in death rituals since interdependence was a

ylay of life and death was hidden from no one. Little

emphasis vras placed on assisting the bereaved to cope

because most concerns v¡ere focused on the next world.

According to Stephenson (1985), the secular view of death

became prominent in the nineteenth century when there was a

movement toward having greater contact with the dead.

Spiritualism and mysticism h'ere important in maintaining

conÈact l¡ith lost persons and the bridge between the dead
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and the living decreased. Science h'as also coming of age in

the nineteenth century and when Darwin published the "Origin

of the'Spec ies" in 1859, God as creator of the universe vras

challenged. Death vras no longer seen as a sacred event

between God and the individual but rather as a natural event

where t,he f ittest survive (rulton & Geis, 1965). Death was

viewed as being caused by disease, and since disease htas

subject to the laws of nature' man could inÈervene to change

the course of events. As a result of this process, man

began to rely on himself rather than God as death became a

matter of organization and rationality as opposed to

spirituality. Financial security. became the way of

supporting the family rather than relying on the extended

community or religious interventions. Extensive mourning

and expensive rituals surrounding death were a means of

displaying wealth and sociaL standing.

Contemporary views of death are an extension of what

occurred in the secular era. North American society is

characterized as "death-denying" in which death is a

forbidden or taboo topic. Due to improvements in medical

care and technology death has been removed from the larger

society and placed in institutions where others are

insulated from its effects. Terminology such as "passing

away" or "laid to rest" are used to keep death hidden.

Death has been removed from the home where the individual

may be surrounded by familiar members and objects and placed
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in the hands of "specialists" such as funeral directors,

physic ians, nurses ' and clergy. In a society where

progress, action, materialism, and health are highly valued,

death represents failure.

Since the late sixties and early seventies the "death

awarenessrt mOvement haS begun tO reverSe the denial

prevalent in society. Writings such as Kubler-Ross's (1969)

On Death and Dyinq and Kavanaught s (1972) facinq Death have

done a great deal to make others aware of societal attitudes

to the dying and bereaved. Kastenbaum and Aisenberg (1972)

suggested that a return to the alrareness of dying is related

to facts such as fear of annihilation through a nuclear

holocaust, the presence of violent deaths, less faith in

material progress, and a heightened awareness that a rapid

technological vfay of tife has letha1 components of its own

such as pollution and stress.

Just as the perception of death is affected by the

culture in which the individual livesr so is bereavement

affected by the cultural mores and values. The emotions of

bereavement can be displayed in many vrays but are usually a

manifestation of cultural expectations. In a society which

is death-denying, littIe emotional expression would be besÈ

áccepted as it a1lows other members to hide the fact that

death has occurred. The period of bereavement is dispensed

with as quickly as possibler so living and denial can again

proceed. In some culÈures the bereaved have specific
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periods lrhere they are permitted to mourn or certain

behaviors they can enact, such yJearing mourning apparel

which assists them in their expression of grief. In North

America, the prescription most commonly followed is "get it

over as guickly as possible". This quick doing avray with

death often has negative consequences.

2.2 THEORETICAL CONCEPTS OF GRIEF AND BEREÀVEMENT

The experience of grief and bereavement is one which most

people cannot avoid. Despite the universaltat of grief it

is expressed as a unique experience for each individual.

Grief is unique in the sense that each person has a history

of contact with loss and develops a set of beliefs and

behaviors in relation to past life experience (Beno1iel,

1985). Grieving does not take place at a particular point

in time but is rather a process that may continue (Bowlby,

1961¡ Parkes , 1972a¡ Weisman , 1979) . tnitiatly it vras

assumed that grief had a specific starting and ending point,

that it was resolved as time passed (Lindemann, 1944¡

Parkes, 1970b) but now it is speculated Èhat grief never

really is totally resolved but rather the individual learns

to Iive with it and adjust to it (Flemming, 1986--personal

communication; Lattanzi, 1 986--personal communication;

Rubin, 1984; Silverman, 1986--personal communication;

weisman, 1986-- personal communication).
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Engel (1961) posed the question, "rs grief a disease?"

Grief is a painful condition characterized by the disruption

of normal functioning; anorexia, sleep disturbances, somatic

complaints of pain, loss of interest in usual activities and

psychological manifestations such as crying and yearning.

These characteristics resemble a disease process. Added to

these manifestations is the notion that the symptoms of

grief run their course and then the person is said to

"recover", much in the same !{ay they would from an illness.

From a social perspective, grief is a time where close

friends and relatives can gather around the bereaved

individual to provide consolation, much in the same vray that

relatives gather to care for a sick person (Parkes & gteiss,

1983).

Grief can also be seen as the normal experience when loss

has been encountered. In fact it is regarded as "abnormal"

when the expression of grief does not accompany a major loss

(Deutch, 1937). Parkes and Weiss (1983) draw an analogy

between grief and physical trauma. For example, the nausea

and vomiting which occurs when a poison has been ingested

may be seen as a sickness but can also be seen as a normal

reaction to protect the body from further harm.

Inflammation surrounding a wound is a signal that infection

is present but it is also a sign that the body's defense

mechanisms are being activated so healing can occur. rn the

same way the reactions to bereavement can be seen as the

body's way of correcting a disrupted psychological system.
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Freud (1917 ) in his classic paper identif ied the

similarities between mourning and melancholia (depressive

disorders). Freud's interest in mourning stemmed from

trying to identify why melancholic patients directed

reproaches originally aimed at the lost object at

themselves. The features of melancholia were identified as

"prof oundly painf uI de j.ection, cessation of interest in the

outside wor1d, loss of the capacity to love, inhibition of

aIl activity, and a lowering of the self-regarding feelings

to a degree that finds utterance in self-reproaches and

self-revilings, and culminates in a delusional expectation

of punishment" (Freud, 1917, p. 244). Mourning was

identified as having the same characteristics as melancholia

except the disturbance in self-regard $tas not apparent.

Freud stated that depressed people feel an emptiness within

them whereas bereaved individuals feel an emptiness around

them.

Freud (1917 ) viewed mourning as a normal experience and

grief wbrk as a means of healing the psychological system.

According to Freud (1917 ) mourning consists of "reality

testing" which identifies that the loved object no longer

exists and requires libidinal energy to. be withdrawn. No

one relinquishes a "libidinal position" easily and therefore

opposition is created which may result in a turning away

from reality and clinging to the object through

"hallucinatory wishfuI psychosis". Reality wilI generally
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prevaili however, it is a slow process in v¡hich libido is

bound to the object through memories and each of the

memorieS muSt be "hypercathected" So detachment can Occur.

When the work of mourning is complete the ego becomes "free

and uninhibited again" (rreud, 1917, 244-245).

Klein ( 1940 ) was inf luenced by the vrork of Freud in

developing her ovrn theory related to mourning. Like Freud

she also studied individuals from the perspective of

depressive illness. Klein (1940) salr mourning as a phase of

disorganization which progressed to a state of

reorganization and was accompanied by a great deal of pain.

The grief work vras a means of testing reality whereby the

individual htas able to renev¡ the links with the external

world and to rebuild the inner world which was in a state of

collapse. Klein (1940) Uetieved the manner in which an

adult responded to loss was patterned after how the

individual had responded to loss as an infant or young

child. Much of K1ein's work was also based on the work of

Abraham (1911). Àbraham (1911) Uetieved paranoid anxieties

preceded depressive anxieties in the development of the

infan,t which led Klein (1940) to conclude that the pain of

grief is mixed with persecutory anxiety and guiIt.

Many other researchers have continued to explore the

concepts of bereavement from the time of Freud. Those who

adhere to psychoanalytic theory emphasize reactions to loss

as a result of psychic conflict in early years and are
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usually prone to view grieving,as an illness (Peretz , 1970).

Up until this time most of the research was based on

anecdotal notes rather ttran scientific findings.

2.3 THE SYMPTOMATOLOGY OF GRIEF

Lindemann (1944) identified grief as a crisis situation

and delineated the symptomatology of grief. He studied one

hundred and one survivors of the Coconut Grove Nightclub

fire in California. Through interviews he found that grief

vras associated with a syndrome consisting of the folJ-owing

common characteristics: (a) somatic distresst (b)

preoccupation with the inage of the deceased; (c) guiltt (d)

hostile reactions; (e) Ioss of paÈterns of conducti and (f)

appearance of traits of the deceased (Lindemann, 1944r P.

142). He also concluded that grief would progress normally

if grief work v¡as successful. Grief vrork consists of (a)

emancipation from bondage to the deceased; (b) readjustment

to the environment in which the deceased is missing; and (c)

the formation of new råIationships (Lindemann, 1944, P.

143). Lindemann (1gqq) also identified morbid grief

reactions which were distortions of the normal grieving

response and were related to shifts in the timing of the

syndrome or in the intensity of particular parts. Morbid

grief reactions were characterized by items such as delayed'

distorted and absent grief reactions.
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was the first semi-structured research

research builds on Lindemann's findings

psychoanalytic approach begins.

Àttachment theory as proposed by Bowlby (1961) presents

an alternative to psychoanalytic theory. Bowlby's research

r¡as done primarily by examining the reactions of children

who were cared for in hospitals by unfamiliar individuals

when separated from their parents. Mourning as a process is

viewed as adapÈation to a loss. Bowlby (1961) equates the

separation of an infant from its parents to loss.

Attachment theory initially conceived of mourning as

three major phases and viewed the individual's attachment to

the loved object as mediated by a number of instinctual

response systems (Bowlby, 1980). In the first phase the

system is focused on the original object. Because the

object is absent, whenever the system is activated the

stimulus cannot be stopped creating disappointment and

separation anxiety in the individual experiencing it. As

long as the system is focused on the original object the

person wilI make an effort to recover it which requires

energy. The first phase is characterized by yearning and

searching behavior and may last for months and often years

(Bowlby & Parkes, 1979). The same type of searching

behavior was observed in animals when separated from their
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young, mate, or members of the same species to try to bring

about reunion with the lost object (Darwin, 1872).

In the second phase the system's focus on the lost object

diminishes and efforts to recover the object subside. The

second phase is characterized by disorganization and despair

as invested energy has been removed from the lost object but

has not yet been reinvested in another relationship. In the

second phase of Bowlby's framework, disorganization and

despair are characterized by withdrawal from activities

which are familiar to the individual. In a child separated

from its moÈher, Bowlby (1961, 1969a) reported the child

relinquishes searching behavior and becomes despondent.

Parkes (1972a) characterizes this phase as a stage of

depress ion .

In the third phase the work of mourning becomes complete

and a different state is present in which some energy

remains invested with the image of the lost object and other

energy is reinvested with nevr objects. Parkes (1972a)

Iabe1s this phase as "recovery".

In 1970, Bowlby and Parkes expanded on the three phases

to add an initial phase which was characterizeð. by a sense

of numbness. The numbness vras usually short-1ived, lasting

from a few hours to a week and often alternated with periods

of intense distress or anger (Bowlby & Parkes , 1979).

Bowlby ( 1 969b) proposed that certain behaviors seen in the
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bereaved individual such as crying could be equated with

behaviors seen in a child who is experiencing separation

anxiety. Crying is an adaptive behavior to the individual

as the lost object (person) may be brought back. Anger may

also be present during this initial phase in bereavement and

also served an adaptive role in childhood as anger directed

at the lost object (mother) often insured the behavior would

not be repeated. Anger, in the bereavedr IIIêY be directed at

those who are seen as being responsible for the loss or

those who are hampering the reunion. Both anger and crying
.ensure the survival of the chiId.

Parkes (1972a) describes grief as a process of

realization in which the bereaved individual moves from a

state of avoidance of the reality of the loss to acceptance

of the loss. The process as described by Parkes is painful

as the bereaved respond with feelings of internal mutilation

and alarm reactions. As the bereaved begin to loosen the

ties l¡ith the deceased (emancipation) and undergo a period

of identity reconstruction the pain of the loss dissipates.

Parkes (1972a) stated that the phases which are evident in

the process of grief are not clearly distinguishable, they

fade into each other with symptoms overlapping. Parkes'

work has been criticized due to the variability in the

phases and lack of definitive statements as to which

category each of the symptoms fits into (Solomon, 1977).
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2.5 THE EFFECT OF BEREÀVEMENT ON HEALTH

Bereavement has been hypothesized to predispose

individuals to illness or death, to lead to the exacerbation

of health-threatening behaviors and to stimulate increased

use of health care services. Research into t.he effects of

bereavement on the above conditions presents conflicting

evidence. This section wilI be discussed from the

perspectives of mortality, suicide, physical health, mental

health, and life-threatening behaviors. For a summary of

the results see Table 2.1.

2 .5 .1 Mortal i tv

It has been postulated that bereaved individuals are at

greater risk of dying . than the non-bereaved population.

Kraus and Litienfeld (1959) conducted one of the earliest

studies identifying mortality in the bereaved population.

They examined vital statistics based on a national report

and found that married people experienced a lower mortality

than did single persons (widowed, divorced) from all causes

and at atl ages.. The greatest excess in mortality was in

the younger age groups (twenty to thirty-four) and was

consistently greater in males than females. The primary

causes of death in the i young age groups were vascular

lesions of the central nervous system, arteriosclerotic

heart disease, non-rheumatic chronic endocarditis,

hypertension with heart disease, general arteriosclerosis,
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tuberculosis, influenza and pneumonia. However' it Yras not

reported how long these individuals had been bereaved before

death occurred.

In an attempt to determine the "duration effect" of

bereavement, Young et al. (1963) identified four thousand,

four hundred and eighty-six widowers, fifty-five years and

older, whose wives had died in 1957. They followed the

widowers over a period of five years and found an increased

mortality rate in the first six months of bereavement with

no differences being evident after that time. Cox and Ford

(1964) were looking for the same type of effect as Young et

aI. (1963). They re-analyzed data from vital statistics of

50,000 widows who had applied for pension in 1927 and

identified those who died in the next five years. They

compared actual to expected death rates and found an

increase in mortality only in the second year of

bereavement. This difference was greatest in the sixty to

sixty-eight age group.

Rees and Lutkin (1967 ) used a prospective design to

follow nine hundred and three relatives of deceased

individuals in villages of Wales for six years. The

bereaved group vras compared with a matched control group and

the researchers found a general increase in mortality for

the widowed group as compared to the control group. The

mort.ality rate was greatest for widowers in the first six

months of bereavement, supporting the findings of Young et

aI. (1963).
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Other researchers have found no increase in mortality in

the period of bereavement. Clayton (1974) totlowed one

hundred and nine widowed persons for four years and did see

a slight increase in mortality in the bereaved as compared

to the control group; however, these results were not

statistically signif icant. Gerber et aI. ( 1 975b) followed

one hundred and sixty-nine bereaved persons and found no

increase in mortality in the first year of bereavement as

compared to controls, but did find a slight increase in

mortality in the second and third years amongst the

bereaved, although these results were not statistically

signif icant. Ward (1976) found similar results v¡ith an

increase in mortatity for widowers in the first six months;

however the results were again not statistically

signi f icant.

Helsing and Szklo (1981) and Helsing, Comstock and SzkLo

(1981 , 1'982) conducted a 'twelve year prospective sÈudy of

92,000 people using a matched pairing technique of bereaved

with nonbereaved individuals. They found no increase in

mortality in the first six months of bereavement but did

find a significant difference in widowers after that time.

Widowers were more at risk if they did not remarry. There

was no difference in mortality rates for widows.

It can be concluded that the results of the studies do

not demonstrate an increased risk of mortality for the widow
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at any time. For the widowers there does appear to be

increased risk of death in the first year of bereavement.

2.5.2 Suic ide

Shephard and Barraclough (1974) published the only study

to comment on the màrtality of the bereaved following a

death by suicide. They reported data on seventeen widowers

and twenty-seven widows followed for fifty-eight months. In

the first year of bereavement there Ytas no increase in

mortality in the bereaved group, but by fifty-eight months

post suicide there was a trend indicating that as a group'

the bereaved due to suicide are more at risk f.or death than

widows due to other causes or than their matched married

controls. It must also be noted that half of the bereaved

individuals who died had been "morta1ly i1l" before the

suicide and the effects of their illness may have

predisposed them to death.

Vital statistics from the United States indicate that the

suicide rate for the bereaved is greater than for the

general population (gock & Webber, 1972¡ Gergen & Gergen'

1981-82i Helsing et â1., 1981¡ Kraus & Lilienfeld, 1959;

Stroebe & Stroebe, 1983). The increase in suicide is

particularly evident in elderly widowers. The suicide rate

for widows is no! as high as for the divorced or separated.
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MacMahon and Pugh (1965) based their study on the fact

that the widowed have a higher incidence of suicide than the

general population and tried to determine if suicide

occurred at any particular point after bereavement. They

studied three-hundred and twenty widows and widowers who had

committed suicide in Massachusetts between 1948 and 1952. A

control group of widowed persons who had died of other

causes was used. They concluded that deaths from suicide

clustered in the first four years after bereavement, with

the greatest difference being apparent in the first year.

Men sixty years and older accounted for most of the

difference in the first year.

2.5.3 Menta1 Health

Bereavement has been linked with depressive

symptomatology since Freud began his study in 1917.

However, it is difficult to recognize when bereavement moves

from affecting the mood state of the individual into what

might be termed a mental illness.

Parkes and Brown (1972) in the "Harvard Study" followed

forty-nine widows and nineteen widowers under the age of

forty -five. They found higher rates of depressive symptoms

in the widówed than the controls with more counselling being

used by young widows. Reports of depressive symptoms in the

bereaved were also found in other investigations (Blanchard,

Blanchard & Becker , 1976; Bornstein, Clayton, Halikas,
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& Robbins, 1973; Clayton, 1979; Clayton, Halikas &

1972; GaIlagher, Breckenridge, Thompson & Peterson,

Bereavement has also been considered a cause of

psychiatric hospitalization. Frost and Clayton (1977)

studied three-hundred and forty-four psychiatric inpatients

who were matched with non-psychiatric inpatients and found

only three of the psychiatric patients and none of the

controls.had experienced a death six months prior to

admission. Paykel et aI. (1969) did find an increased risk
of depression following bereavement. the researchers

studied one-hundred and eighty-five depressed outpatients

and inpatients and a matched control group from the

community. They found that sixteen of the depressed

patients and four of the controls had experienced the death

of an immediate family member in the six months prior to the

onset of illness. Five patients had experienced the death

of a child, indicating the traumatic nature of this type of

death. Stein and Susser (1969) found that widows are likely
to enter psychiatric care in the first year of widowhood

rather than later.

In summary, depressive symptomatology accompanies the

period of bereavement and in many cases is severe enough to

warrant admission to a psychiatric facility. Further

investigation into the nature of the depression which

results and the extent of the consequences is required.



39

2.5.4 Health-threateninq Behaviors

The increase in health-threatening behaviors in the

bereaved population has been adequately documented. Parkes

(1964) found that sedative drugs !ûere prescribed seven times

more frequently for widows under sixty-five than they were

before the death. Parkes and Brown (1972) found that 25% of.

sixty-eight widows reported an increase in consumption of

tranquilizers, alcohol and tobacco. Maddison and VioIa

(1968) in a sample of three-hundred and seventy-four widows

between the ages of forty-five and sixty found an increased

consumption of sedatives, hypnotics, aLcohol and tobacco

during the thirteen months after bereavement. Clayton

(1974) in her study found an increase in sleeping pills but

no difference in tranquilizer use between the bereaved and

the controls.

Thompson, Breckenridge, Gallagher, and Peterson (1984)

studied an elderly population (two hundred and twelve widows

and widowers) over fifty-five and a matched control group of

one-hundred and sixty-two participants. They reported an

increase in medication use, not only for previously used

medication but also for new medications. Fifty-four percent

of the medications consisted of analgesics, sedatives,

sleeping pills, or antidepressants.
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2.5.5 Phvsical Health

The effect of bereavement on physical health has

generally been studied by self-reporting techniques which

may not always provide a true picture of the respondent's

health. The effect of bereavement on health has been

explored through the examination of various types of

behaviors such as crying, changes in sleep or appetite

patterns, the occurrence of medicaf conditions or

exacerbation of previous conditions, and measures of

anx iety .

Crisp and Priest (1972, 1973) administered a self-rating

inventory of neurotic illness to bereaved spouses, ages

forty to sixty-five years who had been contacted through a

private practice. They found Iittle difference between the

bereaved and the controls and commented that the bereaved

withstood stress in a "robust waY".

As part of a study for the Duke university center for

Aging, Heyman and Gianturco (1973) examined a population

before they were widowed and after the death of a spouse.

They found only time-rLlated (due to a9in9) health

deter iorat ion . There v¡ere no di f f erenceS on ,scores of

health, leisure activities, anxiety or hypochondrias before

or after the death of a spouse.

Àn interesting study conducted by Valanis and Yealtorth

(1982) on sixty elderly widows found that the subjective



41

ratings of physical health s¡ere generally positive and were

better than the objective ratings of the investigator,

especially where elderly women were concerned. The author

concludes that there may be a cultural bias operating in

regard to the aging process. The interviewer may have

worked primarily with iII elderly and therefore expects most

elderly individuals to be iII, or the interviewer may be

influenced by cultural expectations of the elderly

populat ion.

In Parkes' (1970a) study using a longitudinal design over

a thirteen month period, he found that six of twenty-two

widows reported their health as worse. In a later study in

Boston, Parkes and Brown (1972) found no difference in the

self-reports of health between widows and controls. they

also found that widowers reported more severe symptoms and

anxiety than the controls; however, there were no

differences in general health noted.

Other authors have found significantly different results

in terms of the health of bereaved as compared to the non-

bereaved population. Maddison and Viola (1968) compared two

samples of widows, one in Boston (one-hundred and thirty-

two) and one in Sydney, Australia (two-hundred and forty-

three) and found the widows to complain of more physical

conditions than did the control group. Diif.t.n""s v¡ere

found between the two groups of widows but. generally

compl-aints of psychological symptoms were prevalent.
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Reports of physical symptoms such as ga:troinÈestinal upset

or increases in health-threatening behaviors were dependent

on the particular area or culture

Parkes and Weiss (1983) found an increase in symptoms

reflecting somatic anxiety in the bereaved, but found no

difference in the reporting of chronic symptoms or perceived

general health. However, Thompson et aI. (1984) in a study

of the elderly widowed found an increase in existing
conditions and a higher reporting of new illness than in the

controls. The bereaved were also more likely to report

having poorer general health Èhan vÍere the controls.

It appears from the above Iiterature, that self-reports
of deterioration in health status are evident in the

bereaved population although not to the same extent as might

have initially been expected. Reports of symptoms related

to anxiety are most prevalent.

Bereavement has also been linked to many types of illness
or disease. In a review of the literature Klerman and Izen

(1977) reported bereavemenÈ or loss as a predisposing factor
to illnesses such as cancer, cardiovascular disease, Iupus

erythematosus, pneumonia, rheumatoid arthritis, and

ulcerative colitis. The evidence to support a Iink between

bereavement and a particular disease entity is limited. It
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is hypothesized that if an individual has a predisposition

to a particular disease, bereavement may act as a stressor
to activate the iIIness.

Bereavement has been thought to cause many types of

cancer. Schmale and Iker (1965) reported a connection

between l-oss and cervicar cancer, whire Greene (1954) linked
loss to lymphomas and reukemia and cooper (1984) tinred loss

to breast cancer. À British study conducted by Jones,

Goldbratt and Leon (1985) examined longitudinal data from

the Office of Population Censuses and Surveys and found only

"sIight" evidence to suggest a greater than expected

inôidence of cancer after the death of a spouse and only a

weak indication of increased mortaLity due to cancer.

Bereavement has also been suggested to affect the

cardiovascurar system with conditions such as arrhythmias,

infarctsr or congestive heart fairure. chambers and Reiser
(1953) found that emotional stress was a factor in the

precipitation of congestive heart failure. Engel (1971)

studied one-hundred and seventy sudden deaths which occurred

during periods of psychological stress and found 39% ot the

women and 11% of the men died immediately following the

death of someone close and another 23% of. the women and 20%

of the men died within sixteen days of someone close. Engel

(1971) suggests Èhat many of these deaths were due to
cardiac arrest in individuars with existing cardiac disease.
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The above conditions may also be exacerbated by the

increase in health-threatening behaviors associated with

bereavement such as increases in alcohol consumption and

smoking. Individuals who exhibit these behaviors or have

pre-existing medical conditions may be particularly at risk

in the period of bereavement.

The use of health care services by the individual has

also been suggested to increase in bereavement. The use of

services may indicate a greater increase in morbidity but it

may also illustrate the need for a support system. It is

possible that in North American culture it is more

acceptable for an individual to seek help for a medical

condition as opposed to emotional support. However, studies

examining the use of health care services amongst the

bereaved do not show a dramatic increase in utilization.

Most studies report no increase in physician visits amongst

the bereaved population (Clayton et â1., 1974; Parkes &

Brown,1972; Thompson et 41., 1984) while in England and one

study in the United States in which there were prepaid

health plans, there was an increase in physician visits
(parkes, 1964a, 1970a¡ Wiener et â1., 1975). There is a

Suggestion that economic factors play a role in seeking out

healÈh services (OsÈerweiss et â1., 1984). In a recent

study Mor et aÌ. (1986) reported an increase in physician

visits by the bereaved population but no increase of
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means of emotional support or for the presence

i llness .

2.5.6 Summarv of the Effect of Bereavement on Hea1th

Even though the evidence in regard to the effects of

bereavement on the health status of the individual is

conflicting, it can be concluded that the period of

bereavement puts a strain on the health of the bereaved

individual, especiatly the individual experiencing conjugal

bereavement (windholz, Marmar, 6. Horowitz, 1985). The

increased risk of mortality from suicide or illness in the

widower within the first year of bereavement would suggest

that intervention should be directed toward this group of

individuals during the first year of bereavement. The

general occurrence of depressive symptomatology and

increases in health-threatening behavior suggest that

research into prevention of this disruption is appropriate.

Research might also be directed at what aspects of

bereavement contribute to the decrease in health status of

the bereaved. For example, is it the loneliness or social

isolation of the bereaved which contributes to the increase

in morbidity and mortalityr of is it poor nutrition as a

result of eating alone? What other factors in the

bereavement experience might be contributing? It is

necessary to identify the aspects of the grieving experience
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STUDY

Kraus & Lilienfeld (1959)

- retrospective study from
vital staÈistics

Table 2.1: The Effect of Bereavement on Health
Mortality and Bereavement

Young et. af. (19621

- cohort of widowers

Cox & rord (1964)

- retrospective study from
vital statistics
Rees & LuÈkin (1967)

-cohort of bereaved
relaÈ i ves

DESCRI PTI ON

Clayton (19741

- cohort of bereaved
spouses

- bereaved spouses from deaths in
the U.S (1949-51) - matched married
controls

ward ( 1 976)

- cohort of bereaved
spouses

- 4,486 recent widowers over age 55
nere compared wíth death rates for
married men of the same age -
followed for 5 years

Helsing & Szklo (1981)

- prospective study

- 60,000 ¡¡ido¡us under the age of 70
who applied for widow's pension in
1927 - followed for 5 years

-903 bereaved relatives - 878 non-
bereaved matched controls -
followed for 6 years

- 169 bereaved spouses - matched
married controls - followed for 4
years

OUTCOME

- 87 widowets - 279 widows -
compared with age and sex rate
stat i st ic s

- increased mortality in all age
groups with the greatest increase
in the young bereaved (20-341 -
most apparent in men

- 92,000 peopJ.e - followed for 12
years - matched married controls

- significantly higher death rate
for ¡ridowers in the first 6 months
than for married controls

- increased mortality for widows in
the second year of bereavement -greatest increase apparent in the
60-65 age group

- increase in mortality for the
widowed - greatest increase for
widowers in the first 6 months

-47-

- no increase in mortality in the
first year - slight increase in
mortality in 2nd and 3rd years, but
not statistically significant

- slight increase in mortality in
first 5 months, but not
statistically signi f icant

- no increåse in mortality in firsÈ
5 months - significant increase in
mortality in widowers after 5
months
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Shepherd & Barraclough

- cohort of bereaved
spouses

Table 2.1 (continued): Suicide & Bereavement

Macllahon & Pugh (1965)

- review of death
cert i f icaÈes

DESCRI PTI ON

- mortality after suicide death -
44 spouses of suicides, - 1'7
widows, - 27 widows - non-suicide
widow group - follow-up 5 years
post-be reavement

- 320 widows and widowers who
committed suicide in Massachusetts
(1948-52) - matched control group
of widows and widowers for death
other than suicide

OUTCOME

- no increase in mortality in first
year - after 58 months a trend eras
begun which would indicate that
widor¡s of suicide are more ãt risk

- clustering of suicide deaths
the first 4 years - greatest
increase apparent in first year
men over 50

-48-
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STUDY

Stein & Susser (1959)

- longitudinal sÈudy

Table 2.1 (continued): Mental Health & Bereavement

Parkes & Bronn (19721

Clayton (19741

- cohort of t{idows and
widowers

Paykel et aL. (1969)

- cohort of dePressed
outpat ient s

DESCRI PTION

Frost & Clayton (19771

- cohort of psychiatric
inpat ient s

- ouÈpatient widows in England -
control group r¡as noÈ matched for
age

- 49 widows, 19 widoners under the
age of 45 - matched married
controls - followed for 4 Years

- 109 widows and widowers - matched
controls - followed for 4 Years

- 140 female and 45 maLe dePressed

patients - matched controls frorn an
epidemiological community survey

- identification of incidence of
recent bereavement - 249
psychiatric inpatients - matched
controls, non-psychiatric
hospitalized patients

OUTCOME

- more widows enter psychiatric
care earLier than latter

- higher rates of dePressive
symptoms in the widowed than
cõntrols - more use of counselling
by young wídows

- more depressive illness in the
bereaved than in the controls

- increased risk of clinical

depression in individuals
experiencíng life stress

-49-

- no evidence of recent bereavement
in psychiatric inPatients



STUDY

TAb]E 2.1 (CONtiNUCd)! HEÀLTH-THREÀTENING BEHAVIOURS 6t BEREÀVEMENT

Parkes (1954 b)

- case study approach

Parkes & Brown U9721

- cohort of bereaved
r¡idor¡s and widosers
Maddison & viola (1968)

- retrospective study

Clayton (19741

- cohort of widows and
r¡ idower s

DESCRI PTION

Thompson eÈ aI. (1984)

- cohort of widows and
widowers

- 94 bereaved patients admitted to
the Bethlem RoyaI and Maudsley
Hospitals (1949-51)

- 49 widows, 19 widoners under the
age of 45 - matched married
controls - followed for 5 years

- 132 Boston widot¡s - 98 Boston
matched controLs - 243 Australiân
widows - 101 Àustralian controls
matched only for age

- 109 widows and widowers - matched
controls - followed for 4 Years

- 212 oLder widows and widoners
intervie¡¡ed at 2 months after the
death of their sPouse - 162
comparison controls

OUTCOME

- sedative drugs were prescribed
seven times more frequently for
widows under 65 than in the Period
before bereavement

25% oE the widowed rePorted
increased consumption of
tranquilizers, alcohol and tobacco

- increased use of sedatives and
hypnotic drugs, aLcohol and tobacco
during the 13 months post-
bereavement

- increased use of sleeping pil1s
in the bereaved - no difference in
use of tranguilizers betúreen
bereaved and controls

- increased use of previous and nes
medication were reported bY the
bereaved - 54% of the medications
were analgesics, sedatives,
sleeping pilIs or anti-depressants

-50-
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TAbIE 2.1 (CONtiNUEd): PHYSICÀL HEÀLTH (SELF-REPORTS) & BEREAVEMENT

Crisp and Priest (1972,
19731

- retrospective study

Heyman & Gianturco (1973)

- prospective sÈudy

Parkes (1970)

- cohort of widows

Parkes & Brown (19721

- cohort of widows and
w idower s

DESCRI PTI ON

- 777 people between the ages of
40-65 years - 129 bereaved
individuals - 648 controls

Maddison & viola (1968)

- retrospective study

- 256 volunteers over the age of 50
participating in a longitudinal
study - 27 females - 14 males

Parkes & weiss (1983)

- prospective study

- 22 London r¡idows under the age of
55 were followed for 13 months - no
control group

Thompson et aI. (1984)

- cohort of widows and
r¡ idor¡e r s

- 49 widows, 19 widowers under the
age of 45 - matched married
controls - foflowed for 5 years

- .1 32 Boston widows - 98 Boston
matched controls - 243 Australian
widows - 101 Àustralian controls
matched only for age

OUTCOME

- no ditference between the
bereaved and the controls in
reports of physical health - the
bereaved withstood stress in attrobust way"

- matched married controls -
tollowed for 5 years

- no difference in before death and
after death scores on health,
Ieisure activity, anxiety and
hypochondr ias

- 2'12 oLðer widows and widowers
interviewed at 2 months after the
death of their spouse - 162
comparison controls

- at 13 monÈhs , 6 of. the 22 widorvs
reported their health as etorse

- no difference in the self-reports
of health in the widows and
conÈro1s - widowers reported more
severe symptoms and anxiety than
the controls - no difference
reported in general health

- 51 -

- an increased number of complaints
and symptoms in the widowed
populat ion

- increase in symptoms reflecting
the somatic effects of anxiety in
the bereaved - no difference in
worsening of chronic symptoms or
perceived general health

- the r¡idows had an increase in
existing conditions and more ner¡
illnesses than the controls, also
reported poorer general health
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2.6 DETERMINANTS OF BEREAVEMENT OUTCOME

Although most people survive the death of a close family

member or significant other with few deleterious effects,

there are some individuals who become iII during the period

of bereavement. Research in the area of bereavement

outcomes is particularly difficult as t.here is Iittle

agreement on what constitutes a good or bad bereavement

outcome. Negative effects to physical or mental health and

social functioning are usualty used as indicators of

outcome. Identification of individuals at risk is important

not only in the prevention of deleterious effects of

bereavement but also in the wise allocation of health care

resources. In conducting research in the area of

bereavement, it is often difficult to obtain a

representative sample due to the ethics involved in studying

the newly bereaved. Therefore much of the research

identifying bereavement outcomes has been done on a

particular population, making generalization to other

populations difficult. Comparison of the studies is also

difficutt as measurements are not made at the same time and

there is no consistency in what the researchers are

measur ing.

The effects of several variables on bereavement outcome

wiIl be divided into sections consisting of immediate

reaction I âgê r SêX, advanc'e vrarning of the death'

relationship to the deceased, concurrent life crises,



personality and coping capacity, social network,

economic status, religion,

customs. Às the results

conflicting a table has been

Table 2.2) .

2.6.1 Immediate Reaction to Bereavement

The "Harvard Project" (Parkes & Brown, 19721 was one of

the first studies to isolate factors which would predict

bereavemenÈ outcome. Sixty-eight American widows and

widowers under the age of forty-five 'dere interviewed as

Parhes (1964a) had found this group to be at risk for a poor

bereavement outcome. Interviews ltere done at three, six and

thirteen months. Parkes (1972b) suggests that immediate

reactions to bereavement may indicate outcome. Individuals

whO experience Severe diStreSS, yearning, anger, of self-

reproach which does not subside by six weeks are thougbt to

be at greater risk in bereavement. Lindemann (1944)

documented that the development of traits of the deceased by

the bereaved in the early phases of bereavement was

indicative of poor adjustment later.

Clayton et aI. (1972) and Bornstein et aI. ( 1 973)

conducted a prospective study using structured interviews on

a sample of ninety-two randomly selected males and females

after the death of a spouse. The average age for

participants in this study was sixty-one, which is older

and observation of

of the studies are

compiled to summarize
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54

than the participants in the study conducted by Parkes and

Brown (1972\. they interviewed respondents at one month

post-bereavement and again at twelve to twenty months and

found that the presence of clinical depression at one month

was a good predictor of depression at one year. Their study

also indicated depressed individuals were more likeIy to

perceive themselves as being in poor physical health and of

having less environmental support. An interesting finding

in thi s study was t,hat individuals who had exper ienced a

previous major loss were less likely to become depressed.

À study by Heyman and Gianturco (1973) did not confirm

the above findings. They interviewed forty-one elderly

widowed individuals soon after bereavement and found no

differences in bereavement outcome related to reports of

depression. They concluded that this effect may be related

to the fact that these bereaved individuals had lived in the

same community for many years and had strong social networks

for support.

2.6.2

young age has generally been found to be a factor

hampering adjustment to widow status. This may be related

to reduced Iimitations in financial status for the young

widow and the added strain of caring for dependent children.

Older widows are more Iike1y to be financially secure, have

independent children and have had some opportunity to

Aqe
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practice the nev¡ social role of being widowed through

previous short-term separations. They are also more likeIy

to consider what it will be like to be a widow as they have

friends who are going through the same experience.

Parkes (1964a) found an increase in consultations to the

physician among young as opposed to older widows in London.

Maddison and Walker's (1967 ) study of one hundred and

thirty-two American widows over the age of forty-five

revealed age as a primary determinant of health in

bereavementi the younger the widow, the higher the illness

score. The Same study on two hundred and twenty-one

Australian widows did not replicate the Àmerican findings'

suggesting that cultural variables may be important in

modif ying outcome (l¿addison & WaIker, 1968) . Ball (1977)

used a cross-sectional design to study eighty widows who had

been bereaved for six to nine months and concluded the

younger the widow the more intense the grief reaction.

Stern, WiIIiams and Prados ( 1 951 ) ald Confrey and

Goldstein ( 1 959) found that illness in later life was

correlated with marital status. Single persons, those

widowed or divorced, had more physical illnesses than

married individuals of the same age.

Sanders (1980-81) interviewed forty-five bereaved spouses

shortly after the death and eighteen months later. The

spouses were divided into two groups on the basis of agei
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sixty-five years and older and sixty-three years and

younger. She found that initially the younger spouses

exhibited greater intensity of grief symptoms than did the

older group of spouses, however, at follow-up the trend had

been reversed and the older spouses showed exacerbation in
grief symptorns. Grief in the younger spouses was identified
as initially producing shock, confusion, personal death

anxiety and guiIt. In the older spouses, Sanders

( 1 980-1 981 ) concluded that denial vras operating in the

initial assessment and at follow-up the exaggerated grief
reaction which was present was related to the loneliness and

isolation, often associated with being a widow. This is an

important finding as it suggests follow-up may need to be

extended to gain a fuII understanding of the process of

grief .

In their study of one-hundred and sixty-one widows Vachon

and her collegues found young age was correlated with a

pattern of high distress at one mont.h (Vachon, Rogers,

LyaII, Lancee, Sheldon, & F'reeman, 1982). Àt twenty-four

months follow-up young age h?as no longer correlated with

high distress. This is consistent with the findings of

Sanders (1980-81).



2.6.3

It has been postulated by many authors (Carey, 1979¡

Carter & GIick, 1976; Greenblatt, 1978; Kraus & Lilienfeld'

1959; Helsing & Szklo, 1981) that there are sex differences

in the health risks of the widowed. On the other hand,

Bornstein, et a1. (19731, Clayton (1974, 1979) and Clayton

et al. (1972) concluded there are no sex differences in the

health risks of widowed individuals. Àfter completing an

extensive review of the literature, Stroebe and Stroebe

(1983) concluded that men suffer more in the period of

bereavement. They hesitated in coming to this conclusion,

as they point outi almost aII of the studies have a major

methodological weakness in noÈ providing an adequate control

group. Stroebe and Stroebe (1983) suggest that it is

necessary to use a control group which comes from non-

bereaved individuals and is of the same sex to account for

the main effects of the general population.

In a review of the literature identifying sex differences

in depression for the general population, Lehman (1971'),

Silverman (1968), and Weisman and Klerman (1977 ) concluded

that women experienced more depression than did men. Men

v¡ere more like1y to turn to alcohol to cope with problems

and were therefore not assessed as experiencing a depressive

illness. !.7hen the ef f ect of greater numbers of depressed

females in the general population is taken into

consideration, it becomes apparent that widowed men exhibit

Sex
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more depression than do widowed yromen (Parkes & Brown, 1972¡

Carey, 1979; Radloff , 1975) .

In identifying sex differences in the widowed population

as they relate to mental illness, the health status of the

general population must again be considered. Gove and Tudor

(1973) and Hammen and Padesky (1977 ) found that women in'the
general population were reported to experience more mental

i I Iness and vlere more I i kely than men to be

institutionalized. Dohrenwend and Dohrenwend (1glq) and

Paykel et al. (1969) found that loss was a powerful

predictor of mental ilIness, while Clayton (197g) concluded

that bereavement does not cause mental iIIness.

In general, widowed individuals consult the physician

more (parkes, 1964a), use more drugs (parkes & Brown, 1972)

and report more symptoms and a higher illness rate (l¿addison

& VioJ-a, 1968 ) than non-bereaved individuals. However,

there are few studies which examine sex differences in the

widowed as they relate to physical health. In the general

population, Gove and Hughes (1979) found that men reported

more chronic illness while women reported more days of

restricted activity, acute conditions and visits to the

physician. This difference in the general population is

seldom taken into consideration when looking at differences

in a widowed population.
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Heyman and Gianturco (1973) in their study of forty-one

bereaved elderly did not find health differences in the

widowed as compared to the larger population and also did

not find any sex differences in health status amongst the

widowed. They concluded that Èhese findings which in

contrast with other studies may be related to the strong

social network found in this particular geographic

community. A number of investigators found that widowed men

did not adjust as well in the period of bereavement,

relating this to lack of an adequate social network

(Berardo, 1970; Gerber, Rusalem, Hannon, Àrkin, & Battin,

197Sai Haas-Hawkiogs, 1978i Schwab, ChaImer, Conroy, Farris

& Markush, 1975).

In examining the studies related to mortality in the

widowed it was found that the death rate foí widowers in the

first six months was greater than for widows (Young et aI.,

1963i Parkes et â1., 1969; Helsing & Szklo, 1981 ). For

widows, the highest risk period appeared to be after the

first year (Cox & Ford, 1964). Suicide rates which in the

general population are greater for men than women (Carter &

Glick, 1976) are also greater in widowers as compared to

widows (MacMahon & Pugh, 1955).
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2.6.4 Advance Warninq of the Death

Advance warning of the death has been postulated as a

factor determining outcome. Individuals who know of the

coming death, for example with a terminal illness such as

cance, r generally do better than individuals who are

suddenly bereaved (eg. heart attack). Advance warning of

the death (aIso termed anticipatory grieving) is suggested

to be important as it allows the survivor to make

restitution for any perceived wrongs through care and

attention to the dying individual and allows the survivor to

work through emotional reactions and anticipate and prepare

for social readjustment.

Doka (1984-85), Lehrman (1956), Pentney (1964) and

Vachon, Formo, Freeman, Lya11, Rogers and Freeman (1976)

documented that grief reactions tended to be more intense

and lasted longer if death was sudden or preparation time

was not adequate while Clayton (1968) reported more weight

loss and anorexia in individuals who lost .a close relative

after a short illness as compared to those with a lengthy

illness. Parkes (1975b) concluded that when death $ras

sudden or advance warning was minimal, individuals responded

with more lasting disorganization in the period of

bereavement. Respondents who had time to prepare for the

death saw it as a relief from a painful or prolonged

illness. Parkes (1975b) also found that these individuals

experienced tittle self-reproach as they had been able to

participate in the care before the death.
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BaIl (1977) aivided widows into three age groupsi

eighteen to forty-six, forty-seven to fifty-nine and sixty
to seventy-five and compared reactions to sudden death and

an illness which lasted longer than six days. She found

that anticipatory grieving vlas important only for younger

widows, which may relate to the f indings of Sanders

(1980-81) and Vachon et al. (1982) who found high distress
patterns in the early phases of bereavement for young

widows.

Sanders ( 1 982-83 ) interviewed eighty-six survivors

shortly after the death of a family member and again at

eighteen months to two years later. Respondents yrere

divided into three groups according to the type of deathi

sudden death, short-term chronic illness and long-term

chronic illness. Although her f indings were not

statistically significant, trends indícated that survivors

of a sudden death exhibited longer Iastíng physical symptoms

and more guilt and anger than the survivors of short-term

chronic illness. Survivors of a death resulting from a

long-term chronic illness showed greater feelings of

isolation and alienation resulting in prolonged grief and

loss of emotional control. Survivors of a death resulting
from a short-term chronic illness appeared to adjust the

best in the.period of bereavement.

Schwab et al. (1975) found that sixty-eight percent of

subjects whose relative died of an illness lasting longer
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than .one year had intense grief reactions while thirty

percent of subjects of relatives who died of an illness of

less than one year had intense grief'reactions. Sixty-five

percent of Schwab et aI. (1975 ) respondents vtere over

sixty-five years. Gerber et al. (1975a) actualty found

that anticipatory grieving or preparatipn time before the

death hindered t.he adjustment of the bereaved individual. A

chronic illness of greater than six months was associated

with poor medical adjustment and more intense grief

reactions for the survivor. Gerber et aI. (1975a) concluded

that when caring for an individual with a chronic ilJ-ness'

the primary care giver may have neglected his/her own

physical and emotional needsi may themselves have a serious

illnessr of that watching a spouse slowly die may exacerbate

an existing chronic illness.

Silverman (1972a) concluded from her work with bereaved

widows that anticipatory grief simply is not possible. She

believes that grief work cannot occur until the final door

is closed and the person is no longer present.
' Real grieving and coming to terms with the changes

death makes in a wife's life can come only after
the husband has died. When he lives it is her
reality to care for him, to be his wife in
sickness and so forth...Some people even talk
about the coming death but this is not grieving in
advance. Engagements are not marriages. Neither
is a rehearsal for widowhood the real thing. This
only happens when the other person is no longer
there to interact with--no matter what shape he is
in (1972a, p. 21').
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2.6.5 Relationship to the Deceased

The relationship to the deceased is also an important

determinant of bereavement outcome. Relationships

characterized by clinging or ambivalence are prone to have a

poor outcome for the survivor (Parkes , 1 975b). Any

relationship will be characterized by some degree of

ambivalence or mixture of love and hate. Individuals who

are in an ambivalent relationship often feel guilt and

bitterness when the relationship comes to an end. Parkes

(1975b) suggested that these individuals are likeIy to

experience self-reproach and turn anger inward. Individuals

who exhibit clinging behavior have a tendency to idealize

the memory of the deceased and are often unable to examine

the reality of the situation. Fenichel (1946) suggested

that relationships characterized by immature or passive love

may also present problems in the period of bereavement for

the spouse.

2.6.6 Concurrent Life Crises

Maddison ( 1 968 ) and Parkes ( 1 975b) suggested that

concurrent life crisis in the period of bereavement may

create additional stress and predispose the individuaL to

difficulty. Prebereavement irises which seem to be of

relevance in determining outcome relate to disruption in the

marital relationship such as infidelity' pregnancy'

separation, and loss of famify income. Post-bereavement
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crises which put additional strain on the bereaved

individual are concerns about finances, housing, children,

employment, and social relations.

In examining tife crisis or additional stress in the

individual's life, it is important to keep in mind that how

an individual reacts to what is perceived as stress will be

an important determinant in how an individual copes. How

they have coped with past losses and separations will affect

how they handle a current los.s (Simos, 1979').

2.6.7 Personalitv and Copinq Capacitv

Personality factors have been related to coping styles,

appraisal of Iife events and perception of control (Àndrews,

Tennant, Hewson & Vaillant | 1978; Dohrenwend & Dohrenwend,

1974; Dohrenwend & Martin, 1979; Johnson & Sarason, 1978).

Vachon et aI. (1982), studying distress patterns of one-

hundred and sixty-two widows over a period of two years,

found that women who maintained a low level of distress had

personality characteristics of: (a) emotional stability; (b)

conscientiousness; (c) regard for social reputation; and (d)

tolerance of traditional difficulties, which provided them

with protection from the stressful event, Alarcon (1984)

reports a single case study where an individual with a

history of a personality disorder had a great deal of

difficulty adjusting to the period of bereavement. More

information is needed in regard to other individuals who

have experienced similar difficulties.
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2.6.8 Support Network

The .support network of an individual may consist of

interpersonal, social role and community. Ball- (1977) and

Lopata (1969) stated that the most common problem expressed

in bereavement is loneliness. Lopata (1969) describes

different types of loneliness as expressed by the widow such

asi

"loneliness for the deceased husband as: an
individual, an object of love, the person making
the woman an object of love, a companion, someone
whose presence organizes times and work, a
partner in the division of labor, a source of
status and a source of lifestyle" (p. 248)

It has been postulated that a social or support network is

effective in mitigating the effects of loneliness so often

found in the bereaved population. Maddison (1967), Parkes

(1975b) and Raphael (1977 ) suggested that the subjective

rating of supportiveness is another determinant of outcome.

If the bereaved do not perceive themselves as receiving

support, then it is likely they will not do as well in the

period of bereavement.

Clayton et al. (1971) found that interaction with family

members was effective in preventing depression in both male

and female elderly bereaved individuals. Heyman and

Gianturco (1973) identified stability in the social network

as crucial for the bereaved elderly. I f the elderly
individual v¡as able to maintain the. same or similar
relationships after the death of a spouse, then adaptation

vras usually easier.
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Haas-Hawkings (1978) and Lowenthal and Haven (1968) found

that a confidant relationship with one other person was

important for the elderly in the period of bereavement. A

widow with a confidant exhibited higher morale than a

married yroman without a confidant. Lowenthal and Haven

(1968) describe a confidant as creating a "buffer effect"

which serves as a barrier to negative feelings such as

depress i on .

Vachon, Rogers, LyalI, Lancee, Sheldon and Freeman (1982')

interviewed one-hundred and sixty-two widows at one' six,

twelve and twenty-four months after bereavement to determine

which variables were related to particular distress

patterns. They found that at one month a high distress

Ievel was most common and was related to perceived lack of

support, prebereavement stressors' young â9e, or lack of

acculturation to the attitudes toward bereavement and

mourning. Àt twenty-four months after bereavement the

researchers found most of the widows experienced low

distress. Individuals who experienced high distress at

twenty-four months reported distress at one month related to

the following variablesi dissatisfaction "ittt support '
conÈinued Sense of husbands presence, multiple stressors

before bereavement, if she did not find religion helpful and

if she had not participated in t,he widow-to-widow program.

Social customs may also impede the flow of natural grief

in situations where the death may be termed "abnormal".
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Cases where the loss is socially unacceptable (suicide), or

where a loss is socialJ.y negated (abortion) may present

particular difficulty not only for the bereaved individual
but also for the larger society (Lazare, 1979). Generally

there is littIe discussion with the bereaved surrounding

these types of death which removes one of the most effective
interventions for dealing with a loss, the ability to talk
about it.

2.6.9 Socio-economic Status

Parkes (1975b) was the first researcher to identify low

socio-economic status as a predictor of poor outcome in

bereavement. Other factors which were associated with low

socioeconomic status were a large number of children under

the age of six, short terminal illness other than cancer,

high incidence of divorce or separation from husband,

alcoholism in the husband, self-defeating behavior and

social disorganization.

Gallagher, Thompson and Peterson (1981-82) in a review of

the literature point to four studies which indicate that

widowhood is made more difficult if the financial status of

the survivor is limited due to inability to maintain the

sense of self and to participate in meaningful activities
(Barrett, 1978; Berardo, 1967; Berardo, 1970; ElweII &

Maltbie-Cranne1l, 19781. Individuals with greater income

reported better health and life satisfaction.
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2.6.10 Reliqious Commitment or Affiliation

Rerigious commitment or affiriation may enhance the

individuail s coping capacities and therefore make the period

of bereavement easier. Às research is minimal in the area,

it is not known whether the sociar participation inherent in
religious practices, rituals, or the importance of
particular religious beliefs are factors in adjustment.

Peterson and Briley (1977 ) suggest that berief in the

temporary nature of loss (presence of an afterrife) herps

individuars to cope. vachon et aI. (1982) found that widows

who did not find religion herpfur vrere more likery to
experience patterns of high distress two years after
bereavement.

2.6.11 Observation of Mourninq Customs

, The benefit or hindrance of observing mourning customs

has been given very little attention in the literature. rt
has been suggested by some that deaÈh "American" styre may

be f raught with dif f iculties (t'litf or, 19G3; Harmer, 1963).

The funeral can be seen as a rite of passager âs a means of
saying good-bye t ot as an affirmation of the importance of

the deceased (nynum, 1973¡ Fulton, 1970; Glaser & Straus,

1959). The therapeutic nature of the funerar has been

suggested by many authors (Kastenbaum, 1969; parkes, 1972¡

Raether, 1971) but littre scientific research has been done

in the area.
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Parkes (1975b) suggested that participation in mourning

rituals would enhance bereavement outcome but did not find
conclusive evidence to support the cIaim. Carey (1979)

found widows were appreciative of clergy who permitted them

to be involved in the planning of the service but did not

ident i fy i f this was helpful in attaining a posit ive

bereavement outcome. Doka (1984-85) interviewed fifty
primary survivors at twelve to eighteen months post death

and found that individuals reported participation in the

funeral as helpful but, on the Carey Adjustment Scale these

individuals did not demonstrate statistical significance in

grief adjustment as. compared to those who had not

participated in the funeral.
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Table 2.2'. Detetminants of Bereavement Outcome

Reaction to
Bereavement

Study

Parkes & Brown
(19721 -cohort of
widows and widowers

tindemann (19441 -
cohort of bereaved
i ndiv idual s

Clayton et aI.
(19721 Bornstein et
aI. (19731 - cohort
of widows and
w idower s

Desc r ipt ion

- 49 widows, 19 widowers under
the age of 45 - matched
married controls - folLowed
for 5 years

- interviews with 101 bereaved
relatives of the nightclub
disaster

- 109 widows and widowers -
matched control-s - followed
for 4 years

Heyman 6. Gianturco
(1973) - prospective
study

Table 2.2 (continued): Determinants oI Bereavement outcome

Outcome

-256 volunteers over the age
of 60 participaÈíng in a
longitudinal study - 27
females - 14 males

- presence of severe distress,
yearning and self-reProach
early in bereavement
correfated with diff iculty
adjusting to bereavement

- development of traits of the
deceased by the bereaved was
correlated.with poor
bereavement outcome

- depression at 1 month was a
good predictor of depression
at 1 year - depression at 1

month was also correlated with
percepÈion of Poor PhYsical
and mental health and lack of
environmental support at -l

year

- depression shortly after'
bereavement r¡as not correlated
with maladjustment in
bereavement

-70-
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Àge

Study

Stern et aI. (1951
- case study
approach

Parkes (196aa) -
case study approach

Maddison & WaIker
(1967) -
retrospective

Maddison & viola
(1968) retrospective

Ball (19771 - cross-
.sectional study

DescripÈion

25 elderly índividuals

- the files of 44 widows were
reviewed from a general
practitioners office - no
controÌ group - figures
compared to average
consultation rates in England

- 132 Boston widows over the
age of 45 - 98 matched
cont roI s

- 243 Àustralian widows - 101
controls matched only for age
- review of health over the
preceding 18 months

- 80 widows bereaved 6-9
months divided into age groups
(18-45) , 147-591, (60-75)

- 45 bereaved spouses
interviev¡ed at 2 and 18 months
post-bereavement divided by
ãge (over 65), (under 65) - 52
matched controfs

- 152 widows interviewed at 1.
6, 12, and 24 months post
bereavement divided inÈo an
intervention and control. group

sanders (1980-81)
cohort of bereaved
spouses

vachon et al. (1982)
- cohort of widows

Outcome

- more physical illness found
in single (widowed, divorced)
elderly individuals than in
married eJ.derly

- increase in physician
consultations (psychiatric
symptoms) for younger widows
(under 65)

TabIe 2.2 (continued): Determinants of Bereavement outcome

- the younger the r¡idow the
higher the illness score

- no correlation of âge and
illness score

- 71 -

- the younger the s¡idot¡ the
more intense the grief
react ion

- at 2 months young age was
correl.ated with a greater
intensity of grief symptoms
at 18 months, o1d age was
correlated with a greater
intensity of grief symptoms

- young age was correLated
¡rith a high distress leveL
1 month

at
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Sex

Study

Young et at. (1963)
- cohort of widowers

Parkes (1969) -
cohort of widor¡s

Clayton et aI.
(19721 Bornstein et
aI (1975) CJ.ayton
( 19791

Cox & rord (1964) -
retrospective study
from vital
statistics
Parkes & Bronn
(19721 - cohort of
widows & widowers

Heyman & GianÈurco
(1973) - prospective
study

Gerber et aI. (1975)
- cohort of bereaved
spouses

Desc r ipt ion

- 4,486 recent widowers over
age 55 v¡ere compared nith
death rates for married men of
the same age - followed for 5
years

- 22 London widows under the
age of 65 were Eollowed for 13
months - no control group

- see reaction to bereavement

- 60,000 widows under the age
of 70 who applied for widow's
pension ín 1927 - followed for
5 years

- see reaction to bereavenent

Carey ('19791
retrospect ive

Outcome

- increased mortality in the
first 6 months for the widower

Helsing & Szklo
(1981) - prospective
study

Table 2.2 (continued): Ðeterminants of Bereavement Outcome

- increased mortality in the
first 5 months for widowers

- no difference between widows
and widowers in depressive
symptoms in the period of
bereavement

- increased mortality Eor
widows in the second ye¿¡r of
bereavement

- widowers reported more
depressive symptoms and poorer
physical health than widons

- no difference in adjustment
and physical health betr¡een
widows and widowers

- widowed men did not adjust
as well to bereavement -
thought to be related to lack
of social support

- widowers demonstrated a more
diÊficult adjustment in
bereâvement

- increased mortality in
widowers in the first year of
bereavement

reaction to bereavement

- 169 bereaved spouses -
matched married controls
followed for 4 years

- 78 widows - 41 widowers -
interiewed at 13-16 months
post -bereavement

- 92,000 people followed for
12 years - matched married
con t ro1 s
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Factor

Advance warning
of the death

Study

Clayton (1958) -
cohort of widows
widowers

Gerber et a1. (1975)
- cohort of bereaved
spouses

Parkes (1975) -
cohort of widows
widowers

Desc r ipt ion

109 widows and widowers -
matched controls - followed
tor 4 years

Ball (19771 - cross-
sectional study

Vachon (19761 -
cohort of widows
(part of larger
study )

Sanders (1982-83)
cohort of bereaved
participants

sex factor

- 49 widows, 19 widowers under
the age of 45 - matched
married control-s - folÌowed
for 5 years

- see age factor

- 100 widows intervier¡ed at
4-8 weeks after their husbands
death

- 86 bereaved participants
divided into short-term
chronic ilIness, long-term
chronic illness and sudden
death - interviewed shortly
after death and 18 months
later

Outcome

- nore weight loss and
annorexia reported in
survivors of individuals who
died of a short illness

- a chronic illness greater
than 6 months was associated
with poor medical adjustment
and intense grief reactions in
the survivor

- survivors of sudden death
reported a greater impact and
longer lasting disorganization

- anticipatory grieving was
only iûiportant for young
r,ridows

- more reports of depressive
symptoms ín survivors of
individuals oI sudden death

- results were not
statistically signif icant but
showed a trend. - survivors
of sudden death showed Longer
Iasting physical symptoms and
more guiÌt and anger -
survivors of long-term chronic
illness had greater feelings
of isolation and alienation,
prolonged grief and foss of
emotional control - survivors
oE short-term chronic illness
showed the best adjustment

- more intense and longer
lasting grief reactions in
survivors of sudden death

Doka ( 1 984-85)
ret rospect i ve

Table 2.2 (contínued)¡ Determinants of Bereavement Outcome
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- 50 primary survivors
interviewed 12-18 months after
the death



Factor

Relationship to
the deceased

Concurrent life
crises

Study

Parkes (1975) -
cohort of widows and
widowers

Maddison & viola
(1968) retrospective

PersonaLity &
coping capacity

Parkes (1975) -
cohort of widows and
r¡ idowe r s

Vachon et ai. (1982)
- cohort of widor¡s

Description

- see advance warning factor

Soc io-economic
sÈatus

Vachon et al. (1982)
- cohort of widows

- see age factor

- see advance warning

Parkes (1975) -
cohort o.f r¡idows and
widowers
Barrett ( 1 978)
Berardo (19671
Elwell & Maltbie-
Crannell (1978)

see

Outcome

- a relationship which was
characterized by cLinging or
ambivalence correlated with
poor adjustnent in bereavemenÈ

fac tor

TabIe 2.2 (contínued): Determinants of Bereavement Outcome

fac t or

- bereaved individuals who
experienced additional crisis,
pre- or post-bereavement rrere
more likely to adjust poorly
in bereavement

- additionaL crisis, pre- or
post-bereavement correlated
with poor adjustment

- additional pre-bereavement
stressors correlated with high
distress at 1 and 24 monÈhs

- see advance warning

- 74 -

- a personality style of
emotional stability,
conscientiousness, regard for
social reputation and
toLerance for traditional
dif f iculties r¡as correlated
sith low distress levels
throughout the bereavement
per iod

- 1ow socio-economic status
was correlated with poor
adjustment in berreavement
- limited financial status nas
correlated hrith poor
adjustment in bereavement -
individuals with a greater
income reported better health
and life satisfactíon



Factor

Support Network

Study

Maddi.son (1968) -
retrospective study

Clayton et al.
(1971) - cohort of
widows and widoners

Heyman & Gianturco
(19731 - prospective
study

Parkes (1975) -
cohort of widows and
widor¡ers

Vachon et al. (19821
- cohort of widows

Raphael (1977, -
retrospective study

Description

age

reaction to bereavement

reaction to bereavement

Table 2.2 kontinued): Determinants of Bereavement Outcome

advance warning of death

Outcome

- 31 widows - 33 matched
controls - measurement at
months post-bereâvement

- lack of social support was
correlated with a poor
bereavement outcome

- family interaction was an
important factor in preventing
depression in bereavement

- stability in the social
network was correlâted with
positive adaption in
bereavement

- lack of social support rras
correlated with poor
bereavemenÈ outcome

- perceived poor support was
correlated with high distress
levels throughout bereavement

- perceived lack of support
¡¡as correlated with with poor
bereavement outcome

13
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Factor

Religion

Study

Heyman & Gianturco -
prospective study

Parkes (1975) -
cohort of widows and
w idower s

vachon et aI. (19821
- cohort of widows

Observation of
mourning
customs

Description

Parkes (1975) -
cohort of widows and
w idower s

Doka (1984-8s) -
retrospective study

- see reaction to bereavement

- see advance warning of the
death

- see age

Table 2.2 lcontínued): Determinants of Bereavement Outcome

- see advance warning of the
death

Outcome

- see advance warning of the
death

- individuals who found
religion helpful were better
adjusted ín Èhe period of
bereavement

- religion was shown to be
helpful but the resuLts vrere
not statistically signiticant

- widows who rated religion as
not helpful were more lihely
to experience high distress

- bereaved individuals
reported participations in
mourning customs as helpful
but the resufts nere not
statist ieally signi f icant

- participation in the funeral
was helpful but the resul.Ès
were not significant

-76-
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2.6.12 Summary of the DeÈerminants of Bereavement Outcome

From a review of the literature it appears that there

needs to be furÈher investigation into the area of

bereavement outcome. How an individual copes in the period

of bereavement is a complex process and appears to involve

the interaction of many variables.

According to the literature, prediction of outcome in

bereavement can be based on the immediate reactions of the

individual to the death. An individual'of young age appears

to be at risk during the early phase of bereavement while an

older individual may be at risk later. It is crucial that

longitudinal studies be conducted so the entire process of

the grief experience can be delineated. The best predictor

of bereavement outcome found in the literature is the

presence or absence of a support system. If the individual
perceives themselves as having an effective support network

they will generally do well in the period of bereavement.

Studies identifying outcome as dependent on sex point to

males as having greater difficulty in the period of

bereavement. Methodological improvements need to be made on

these studies to account for the sex differences in the

general society.

Areas such as relationship to the deceased, concurrent

Iife crises, socio-economic sÈatus, religion and observation

of mourning customs are suggested as playing an important



role in determining bereavement outcome.

further investigation into these areas

effects of these factors.

2.7 PÀTHOLOGICAL GRIEF

Pathological grief' generally refers to distortions or

exaggerations in the normal process of grieving and usually

results from factors which discourage the expression of

normal grief or factors which prevent the resolution of

grief (parkes & Weiss, 1983; Schneider, 1980). Horowitz,

t{iIner, Marmar, and Krupnick described pathological grief as

"the intensification of grief to the level where the person

is overwhelmed, resorts to maladaptive behavior, or remains

interminably in the state of grief without progression of

the mourning process towards completion" (1980' p. 1157).

Schneider (1980) identified some clear distinctions

between normal and pathological grief on six dimensions. In

normal grief Èhe most intense reactions are generally seen

within the first six months; in pathological grief the

reactions last longer than six months with little sign of

resolution. Reality testing is disrupted in pathological

grief as the individual will not admit that the lost object

or person will not return. In normal grief the person would

Iike to believe the lost object will return but knows this

is not true. As a result of the disruption in reality the

individual experiencing pathological grief is constantly
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preoccupied with the deceased even to the extent of dreams

or imagination being affected whereas the person who is

grieving normally gradually gives this up. The person who

is grieving normally has an intellectual and emotional

ayrareness of the loss and may have ambivalent feelings about

dealing with the loss but is willing to do so. 1n

pathological grief the individual lacks avtareness and avoids

any reminders of loss which would force them to deal with

the reality of the situation.

Pathological grief can be divided into three categories:

chronic, delayed, and inhibited (parkes & Weiss, 1983).

Different authors divide the types of pathological grief

differently. Chronic grief reactions were described by

Worden (1982) and consist of grief expression which $¡as

prolonged and excessive in duration. Often the individual

experiencing chronic Arief has lhe need to move on and get

the grieving out of the way.

Delayed grief reactions r¡ere first described by Lindemann

in 1944 and were thought to result as the individual did not

ha.ve time to grieve due to other important tasks, or bec,ause

there was a need to maintain the morale of others. Àt the

time of the loss the individual does not experience the

emotional reaction which might be considered appropriate.

At a later date when another loss is experienced or a

reminder of the deceased occurs such as in listening to a

song or watching a movie, the individual will experience a

grief reaction which is exaggerated.
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Inhibited or masked grief reactions occur when an

individual presents with symptoms and behaviors which are

causing them difficulty but which they are not able to link

to the loss. Persons who for various reasons (personality

characteristics, societal pressure) do not a1l-ow themsei-ves

to experience the loss are like1y to react in this way

(Raphael , 1975). Shoor and Speed (1963) suggest that

delinquency is a manifestation of masked grieving. Zisook,

Shuchter, and Schuckit ( 1 985) found that patients with

unresolved grief had a "higher incidence of multiple losses,

a history of difficulty of getting along with their mothers

and present complaints of depression and physical distressrr

(p. 497). Understanding what type of pathologiêaI grief

reaction the individual is having and the reasons for it is

one of the first steps to intervening in the situation.

The previous sections have dealt with the individual and

his/her response to the grieving experience. The next

section focuses on a review of the literature looking at

grief from the perspective of the entire family.

Organization of the next section ( family response to

bereavement) was assisted by the work of M. Harrison

(unpublished master' s thesis) .



2.8 FAMILY RESPONSE TO BEREÀVEMENT

The impact of bereavement on the nuclear family was first

studied by WaIler ( 1 951 ) who examined the change in

configurations of interactions and roles. In 1955, EIliot

pointed out the importance of identifying the interpersonal

effects of grieving.

It has become obvious that grieving is a family affair
(Gelcer, 1993; Jensen & WaIlace, 1967). Increased emotional

and physical illness have been identified in the famity

system following the death of one of its members (Reilly'

1978; wiIliams, PoIak, & VoIIman' 1972).

Goldberg (1973) identified that the family also has

mourning tasks to be accomplished before adjustment can

occur. The tasks are related to the tasks of the individual

and are as follows: (a) the family must allow the grieving

process to occur in the individualt (b) family members must

share their sense of loss with each other; (c) the memory of

the deceased must be relinquished as a force in family

activities; and (d) there must be a realignment of intra and

extra familial roles.

Important issues to consider for the grieving family are

the openness/closedness of the family, its communication

patterns, distribution of roles, Èhe intergenerational

patterns of dealing with loss, and the stage in the family

Iife cycIe.

81
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2.8.1 Openness/closedness of the FamiIv Svstem

r The sense of "openness/closedness" in the family can be

viewed as a protective boundary which allows some

information or people to cross its path while it keeps out

other aspects. The openness of a system is dependent upon

the deiree of permeability across the boundary. Families

might be considered relatively open or closed, depending on

the amount of exchange that passes over the boundary.

In relation to the larger societY, VoIIman, Ganzert'

Picher and Williams (1971 ) identified three different ways

in which a family might interact., which has implications for

how they adjust in the period of bereavement. the first

group of families vtas seen as having a "contrived social

system". They did not have a close kin network but used the

social resources of church, school and community club as a

means of support. They vrere seen as frequently using the

resources of profeSsionals and therefore, could also seek

help in the time of crisis of bereavement. This type of

famity is seen as being selectively open, and with the

proper type of support is able to adjust in the period of

bereavement.

The second group of families has little contact with the

mass society but does belong to a cohesive cultural

subgroup. These families exchange support within the group

which is functional in terms of adaptation. This type of



family does not usually need help,

it may be difficult to intervene

intruding on the cultural system.

The third group of families is seen to be at risk in the

period of bereavement. They are reratively crosed as they

have few contacts with the rarger society and do not have

the support of an immediate group. They are excÌusivery
tied up in the family, and the loss of a member is seen as a

great tragedy. They have few resources to dear with the

situation, and may try to cope on their own by using

maladaptive behaviors.

but if help

as it may

2.8.2 Communication Patterns of the Familv Svstem

communication patterns can arso be identified as either
open or closed, and are seeR as the flow of energy within
the family system. As communication expands from individual
to individual to include the whole family, the degree of

cornplexity of interaction also increases. communication

patterns also form the basis of family rules. Bowen (1928)

views an open famiry as one in which inner thoughts and

feelings can be communicated and the other individuals can

reciprocate. A closed system exists when the individuars
protect each other from the stresses surrounding them. Hecz

(1980) identified bereavement as a time in which famiry

members may want to protect each other from the pain and

inadvertently block communication.
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According to Vollman et a1. (1971 ) families identified as

using open communication patterns vrere likety to look at the

reality of the situation and were less tikely to use denial

to cope, which was important in positive adjustment. Cohen,

Dizenhuz and winget (1977) speculated that if communication

flowed easily in the family, they were more likely to use

internal support systems during the period of bereavement.

The more families vrere able to share feelings, information

and decision-making, the more likeIy they vrere to adjust

positively in the period of bereavement. Openness in

communication rras frequently found to depend upon the

mother. In families where the mother had died, there

appeared to be faulty communication and greater perception

of a crisis state.

2.8.3 Role Allocation in the Familv Svstem

Many authors have studied the effects of bereavement on

role allocation in the family (Bowen, 1978; Cohen et â1.,

1977ì Herz, 1980; VoIIman et âI., 1971). RoIe allocation is
an important factor in family rules. RoIe reallocation is

seen as the process where established patterns are no longer

effective and institutive or new patterns must come into

effect. Cohen et aI. (1977 ) commented that it is important

to understand the circumstances surrounding the death as

role redistribution may begin before the death if the family

has been coping with a terminal illness.
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When the family is bereaved it may need to find members

to take over the roles that were fitled by the deceased.

The more difficult it is for others to occupy these roles'

the more difficult the adjustment period will be and the

greater the disorganization will appear (vess, More]and, &

Schwebel, 1985- 86). RoIe reallocation occurs at the intra

and extra familial levels. Às it may not always be possible

for the roles to be filled, the family may drop out of

social functions or redefine its goals. For example, it may

be difficult. for a wife to take on the role as bread winner,

while keeping up the household and raising the children.

Some of the household tasks may be taken on by the children

who then may need to make adjustments in the roles they

currently employ. If these changes produce increased stress

in the famity unit, they may not have the energy to deal

with the grieving process.

Vess and associates ( 1 985-86) aifferentiated between

person oriented families, which are characterized by

achieved roles and open communication, as opposed to

position oriented families which are characterized by

ascribed roles and closed communication. Families in which

the roles are allocated on the basis of achievement rather

than culturally prescribed norms adjust more easily to the

death of a memberr âS role reallocation is less stressful.

Boweh (1978) and Herz (1980) stated that it may be

difficult for the famity to fill the socio-emotional role of
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the deceased, and the more emotionally significant the

deceased individual is, the more disruption there will be in

bereavement. The deceased may have played a deviant role

within the family system. This deviant role may have been

the source of "holding the family together" and given the

members a means of tension release. When death occurs, the

family may be at a lossr âs anger and resentment may have

been directed at this individuat. with the individual no

longer present, there is no "scapegoat" for these emotions.

If however, the deviant role placed an additional strain on

the family system, such as in the case of an alcoholic

member, death may be seen as a relief and a chance for the

system to return to equilibrium. Adjustment in the

bereavement period will be relatively easy (vollrnan et al.,

1971 ) .

2.8.4 Interqenerational Patterns of Dealinq

The loss of a family member has an emotional impact on

the survivors. the depth of this impact is not always

immediately known, and may manifest months or years later.

Studies con'ducted by Paul and Grosser (1965) indicated there

vras an important loss in the farnily, just bef ore the birth of

a symptomatic member (schizophrenic or psychoneurotic). The

family tasks seemed to be concentrated around resisting

changes in homeostasis, and any move on the part of

individuals to move outside the family system were met with

with Loss



resistance. These families were

minimize their Iosses.

Mueller and McGoldrick Orfanidis (1976) found that 40% of

schizophrenics had been born within two years of a

grandparent's death. Other studies concur with these

findings. Framo (1972) sees ineffective mourning as a

factor in family pathology. Boszormenyi-Nagy and Spark

(1973) and Pincus (1975) identified postponed mourning

related to the family of origin, as a detriment to the

ability to experience loss in the current family. paul and

Paul (1982) identified the role of long-denied grief in

maritar àisorders.

Bowen (1978) labelled inÈergenerational effects as an

"emotional shock wave". The wave is seen as a network of

aftershocks which may permeate the family for months or

years following the death of a family member, .and has the

potential to throw the family into disequilibrium.
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2.8.5 Staqe in the Family Life CvcLe

Death in the family may have various effects depending on

where Èhe family is in the family life cycle. This

phenomenon may be related to the fact that different roles

are required at different periods, and available coping

resources may fluctuate. For example, the death of the

bread-winner, in a young family +¡ith children, ñây strain
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the family due to role overload. Àn elderly widow who has

Iost her spouse may find herself in a difficult situation as

she no longer has the economic resources to cope with-her

Iife situation. Much energy can be lost in worrying about

where the next meal will be found, rather than putting

energy into the grieving experience (vess et â1., 1985-85).

2.8.6 Summarv

Bereavement places a stress on the family system, which

has the potential to move into a state of crisis depending

on the the ability of the family to alter roles to a nerd

state of functioning, and the internal and external

resources available to them. Bereavement has the potential

to cause disorganízaLion and ultimate collapse in the system

if it is unable to respond with appropriate coping patterns,

but it also has the potential to stimulate growth as the

family members increase their sense of solidarity, by

developing new communication patterns, ro1es, resources and

relat i onships

As the family is a vital system in the functioning of

society it is crucial that care be taken to maintain and

promote its functioning. Increases in morbidity and

mortality can place undue strain on the health care system,

create unemployment, and has the potential to decrease the

quality of life for the , family. Intervention into the

period of bereavement has the potential to. promote family
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functioning and move the family into a state of growth

(Cameron & Brings, 1982; Cassem, 1975; Harvey & Bahr, 1980)

2.9 BEREÀVEMENT INTERVENTIONS

Now that some variables have been identified to predict

bereavement outcome, it is important to find the most

effective program !o assist individuals at risk of poor

outcomes. There are many different ways in which a

bereavement program can be established. Regardless of

whether it is a formal or informal support mechanism, or

whether it is run by the lay public or trained

professionals, the goal of the program wiII be the

facilitation of the grieving process and prevention of the

negative occurrences of bereavement. gforden (1982)

describes the four tasks of mourning as consisting of (a)

accepting Èhe reality of the losst (b) experiencing the pain

of grief; (c) adjusting to an environment in which the

deceased is missingi and (d) the withdrawal of emotional

energy from the deceased and reinvestment in another

relationship. Bereavement interventions are generally

directed at facilitating the tasks of mourning.

Bereavement interventions consist of three basic forms:

mutual support groups, palliative care or hospice programs'

and psychotherapy. Each of these types of interventions

will be discussed the specific type of intervention used and

in terms of evaluations that have been done to determine the

effectivçness of the intervention.



2.9.1 Types of Interventions

The following sections wiII discuss the various types

intervention available to people in the period

bereavement.

2.9.1.1 MutuaI Support Groups

The mutual support approach developed out of needs

expressed by the consumer in society (¡riftilea, 1982¡

Lieberman & Borman , 1g7g). Parkes ( 1 981 ) stated the

philosophy behind support groups is that the person best

qualified to help, is another individual who has been

through a similar experience. According to Osterweis,

Solomon and Green (1984), support groups are an effective

means for sharing coping strategies and for receiving

feedback on how one is managing. Education is a primary

goal of many support groups, and usually involves

educational opportunities for both lay and professionals

atike. Other goals of support groups consist of the

development of problem solving skills and the formation of

friendships or support networks.

There are two basic types of support groups surrounding

the time of bereavement: those which deal with normal grief

reactions and adjustment Èo the new role, such as Widow to

Widow programs; and those which deal with grief as a result

of difficult circumstances, such as homicide, suicide or the

90

of

of



death of a child, such

(u¡oo), and Compassionate

these types of groups are

means of intervention

outreach, group sessions and peer

Many of the widow to widow programs are based on

Silverman's (1972b) model, which stressed that widowhood was

a time of transition and change. Her model Yras developed

after extensive research and involved intervention at three

to six weeks after the death (after the state of numbness

has subsided), by another widow (role model), and is

initially offered on a one to one basis as the individual is

not yet ready for group inÈeraction. Intervention consists

of assisting the individual with practical problems,

encouraging the expression of feelings, and general

adjustment into a new role. Às many widows reported they

never actually recover from the death of a spouse, the

program was centered around change as opposed to recovery.

From her research with widows, Silverman (1972b) concluded

that the bereavement process extended over a period of years

and guilt and anger were not important issues as identified

by the widow. Many of the self-help groups currently

incorporate both widows and widowers into their program' but

there are few programs for men alone (Gartner, 1984). There

may be more widows in society but men are often identified

as having a more difficult time in the period of bereavement

and therefore, intervention is also appropriate.

as Mothers

Friends.

support

usually
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Against Drunk Drivers

The primary purposes of

social advocacy. Theand

consists of one-to-one

counsell ing.
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Support groups such as MÀDD or CompassionaÈe Friends each

have a different purpose but are designed to help the

participants find meaning in the death, or at least to be

able to live with the loss. À death that is viewed by

society as "inappropriate", such as in the death of a child,
often produces estrangement for the survivors as friends and

family withdraw from the situation as they feel
uncomfortable and ill-prepared to help (ttlass, 1982).

Mutual support groups are effective in decreasing

estrangement through the sharing of experiences.

Estrangement is also decreased by sharing feelings and

behaviors which might be termed by others "abnormal"
(uiller, Moore & Lexius, 1985). Segal, Fletcher and

Meekison (1986) in a survey of bereaved parents found that
the most consistent.Iy preferred source of support in their
grieving nas another parent or couple whose child had died,

especially if the deaÈh lras similar. Attributes of the

support person which were deemed most helpful vrere knowledge

of the normal range of grief reactions, "an ability to
facilitate discussion, warmth and sincerity, good listening
skills and flexibility in times that he or she would be

available to the family" (Segal et aI. 1986, p. 41).

Groups for survivors of suicides are coordinated with the

self-help framework as weII. The programs are generally run

with volunteers with the assistance of professional

supervision. One.to one visiting may be done by a volunteer
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who has been through the experience of suicide or by an

individual who has experienced a major loss in their Iife.

Rogers, Sheldon Barwick, Letofsy and Lancee (1982) suggest

that caution must be used in using volunteers who have been

through a suicide in the family themselves as unresolved

feelings may arise.

A suicide in the family represents a special type of

crisis as it is associated with the rejection of the

survivors, society and Iife itself (Stephenson, 1985).

Classical theories of suicide usually point to a

psychological or sociological explanation for the act.

Ðurkheim ( 1 951 ) differentiates between four types of

suicidal behavior: egoistic r altruistic, anomic and

fatalistic. Egoistic suicides occur when the bond between

the individual and the larger society is weak such as in the

case of unmarried persons. Altruistic suicides exist when

the social bonds of the individual are totally tied to the

values of the larger group such as a soldier dying in

defense of his country. Accordíng to Durkheim (1951 ),

anomic suicides belong in a group of behaviors which

indicate that the individual does not have a particular

place in society. À fatalistic suicide occurs when the

individual is overregulated by the society. The over-

bearing nature of society no longer makes life worth living

and the individual commits suicide. Generally speaking,

suicidal behaviors stem from a sense of isolation and from
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the feelings of some intolerabfe emotion on the part of the

victim (Shneidman , 1977). This sense of isolation may' be

communicated to the survivors as their fault which is often

converted to guilt in the period of bereavement. According

to Kastenbaum (1981), whatever else a suicide attempt might

be, it is a form of communication.

Lindemann and Greer (1953) in their study of suicide

survivors found that there was a tendency to look for a

scapegoat. The individual chosen to be the scapegoat was

often the person who was least like1y to be able to cope

with the added strain. Suicide survivors may also be afraid

that they will commit a similar act as a strand of "weakened

character" may run in the family. A study conducted by

Calhoun, Selby and Abernathy (1984) indicated that friends

and acquaintances perceived difficulty in interacting with

the surviving family members which may place the family at

particular risk as 'the social network is diminished.

However, when respondents indicated they personally new the

family, the difficulty in interaction was not as great. The

use of a self-help approach was viewed as appropriate as it

was a means of ensuring the support network remains intact.

Wrobleski ( 1 984-85) recommends that groups for family

members of individuals who have committed suicide should be

conducted separately from other bereavement groups aS the

stigma attached to suicide can be exÈremely damaging to the

part ic ipants.
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2.9.1 .2 Palliative Care/tlospice Programs

Bereavement intervention can also be offered in the form

of a hospice/palliative care program. A hospice is a

philosophy rather than an actual place, whose focus is on

the management of symptoms r âs opposed to the cure of

disease. The påtient and family are considered part of the

care team, and their autonomy and dignity are of. great

importance. Bereavement programs used by hospices vary

considerably. Preparation for bereavement begins before the

death, but is usually addressed in unstructured vrays such as

education and emotional support.

Intervention after the death may occur in the form of

telephone ca1Is, letters, or social events. Intervention in

the period of bereavement can be done by professional staff

such as nurses or social workers, but is often done by

trained volunteers who have either been through a similar

experience, have a commitment for this type of work' are

Sensitive, and have good listening and communication skills.

Training consists of education in the bereavement process'

community resources, communication skilIs and hospice

philosophy. Generally speaking, involvement occurs within

the first year after bereavement, with referrals made to.

other agencies if the need arises. Some hospices or

palliative care units use different volunteers for inpatient

and bereavement services as they feel it is less stressful
-for the nurse and because families often need to teII their



stories again and again and

this in the presence of a

before (Lattanzi, 1982) .

Hospice bereavement programs are similar to self-help

groups in that they are directed at individuals who are able

to work through their grief vtithout the assistance of a

professional (Osterweis, Solomon & Green, 1984). According

to Lattanzi the major goals of a hospice bereavement program

are

(a) to provide family members with information
about the normal grief process; (b) to provide
grieving family members an opportunity to review
ãnd reflect on the experience of caring for their
loved one and their loss experience; (c) to assess
and monitor individual coping ability' stress
Ievels and available support; and (d) to encourage
family members to utilize existing support systems
or to seek and create additional sources of
support (1982, P. 56).
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may feel more comfortable doing

stranger who has not heard it

2.9.1 .3 Psychotherapy

The last form which bereavement intervention programs

have taken is that of psychotherapy. The difficulty with

Iooking at research in this area is the fact that the

interventions vary greatly depending upon the therapist.

Psychotherapy is generally used when individuals are deemed

to be at high risk or when pathological occurrences are

apparent. It is not usually viewed as a preventative

strategy, but rather used to restore health and social

functioning when pathological grief becomes apparent. Only
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a small portion of the literature in this area will be

discussed as it does not specifically appty to the study.

the type of treatment used by a psychotherapist will be

dependent on their training (Osterweis, Solomon & Green'

1984). A therapist trained in psychoanalytic theory may use

an approach which concentrates on

psychological well-being, while the

concentrate on specific behaviors and the

witl-deaI with re-Iiving the experience.

be family oriented. The different types of

be short such as in crisis management or of

The purpose of therapy is similar to other types of

interventions in that it assists the individual to work

through the grieving process and restore social functioning.

Psychotherapy may not only be used at the time of

bereavement to assist the individual with the grieving

process but also to explore deeper aspects of the

personal i ty .

the individual's
behaviourist may

cognitive approach

2.9.2 Evaluation of Bereavement Interventions

Evaluation reSearch into the area of bereavement

intervention is minimal and is complicated by inadequately

identified variables and definition of terms. Evaluations

which have been done usually center on anecdotal data which

is helpful in understanding the bereavement process but does

Therapy may also

intervention may

Iong duration.



little to evaluate specific interventions

Solomon, & Green, 1984). Evaluation is further

by the diversity in program goals, structure

For a summary of the research see Tab1e 2.3.

2.9.2.1 Evaluation of MutuaI Support Groups

Vachon, êt al. ( 1 980 ) , conducted a study to test the

efficacy of the Silverman model. She studied widows whose

husbands had died at sixty-seven years of age or younger.

The one hundred and sixÈy two widows were randomly assigned

to an intervention or control group. The intervention

consisted of one to one support, practical help and small

group meetings. Interviews, using the Goldberg General

Health Questionnaire, were conducted at one, six, twelve and

twenty-four months after the death. À self-administered

instrument was also used to identify demographic and

situational variables, social support and physical symptoms.

Findings indicated that at six months the psychological

adaptation of the experimental group vras better than the

control group; at twelve months, interpersonal adaptation

v¡as better; and at twenty-four months the experimental group

!üas better on all measures. It was found that the best

predictor of bereavement adjustment vras perceived social

support.
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(osterweis,

compl icated

and content.

Barrett (1978)'

approaches, where

compared three different mutual support

each group concentrated on a different
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aspect of widowhood. The groups met for two hours over

seven weeks. The self-help group focused on the practical
problems of widowhood, the confidant group focused on the

development of new friendships; and the consciousness

raising group focused on women's roles in society. At the

end of the sessions, the consciousness raising group showed

Èhe most positive changes, .while the self-help group showed

the least positive changes on measures of personality,

attitude, and behavioral measures such as physical,

emotional and social functioning.

Lieberman and Borman (1981) surveyed seventy-one chapters

of THEOS (mutual support group for widows and widovrers) and

found that results on psychosocial, behavioral and

physiologic measures, varied with the intensity of the

involvement in the group. Items that were specifically
explored were indices of mental health such as depression,

anxiety, somatic symptoms, psychotropic drug use, self-
esteem, coping mastery, and well-being. For example, the

greater the involvemént with the group, the better scores

that were obtained for depression and self-esteem and less

use of psychotropic drugs and alcohol.

Videka-Sherman (1982a, 1982b) and Videka-Sherman and

Lieberman (1985) surveyed one-hundred, ninety-four parents

of children who had died in the past eighteen months from

eighteen chapters of Compassionate Friends (monthly support

group for bereaved parents). Measures of psychosocial
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adjustment, mental health, social functioning, parental
functioning and attitudes vlere considered. videka-sherman
(1982a) found no significant differences in depression as a

resurt of invorvement in the group, but did identify that
reports of self-growth were dependent on the invorvement in
the group.

videka-sherman and Lieberman (1985) found participation
in a self-herp group did not rnake any impact on mental

hearth, maritar or parental role functioning. participation
in the group however, was correl-ated with changes in
attitude toward parentar bereavement. The àctive members

increasingry externarized their anger over time and sayr

others as unresponsive to the emotional needs of bereaved

parents and berieved that there was "a good way" to respond

to bereaved parents. They also berieved discomfort in
discussing the death was the problem of the out,sider rather
than the parent. Respondents believed that as a resurt of
participation in compassionate Friends they had become more

serf-confident, more in control of their situations,
happier, Iess depressed, Iess anxious, Iess guilty, less
angry, ress isolated and freer to express feelings. Even

though the respondents felt the group had been of some

benefit, it was not identified in measuremenÈs of mental

health or sociar functioning. The authors suggest that rack

of effect may be due to extreme disfunction which resurts
when a child dies.
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Rogers et âI. , (1982) developed ? support program for the

SurvivorS of.a suicide. The "Survivors Support Program" is

a nonprofessional time-limited, structured program directed

towards understanding and resolving the stresses that are

unique to bereavement as a result of suicide. Members of a

family would meet with two trained volunteers for eight,

two-hour sessions. The SCL-90 which is a psychosomatic

symptom check Iist was used to describe the reactions

experienced by the participants. The rating on the SCL-90

suggested the suicide survivors were at risk for

pathological grief reactions such as guiIt, isolation and

idealization of the deceased. The survivors also

concentrated more heavily on emotional as opposed to

cognitive goa1s. At follow-up the mean scores on the SCL-90

were considerably lower than on admission into the programi

however since a control group was not used the significance

of these findings can not be estimated.

As can be seen from the review of the research, there is

much conflicting evidence iñ regard to the benefits of

mutual support groups.

2.9.2.2 Evaluation of PaIIíatíve/Uospice Programs

À hospice or paltiative care bereavement program is in a

particularly good position to be used as a preventative

measure against pathological grief reactions. As memberS of

the hospice get to know the family before the death,' they
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are in a prime position to identify individuals at risk and

apply early intervention strategies. Research into the area

of hospice care has basically been in the area of symptom

control with little attention to other areas of the program.

f^iith the advancement of pain control measures evaluations of

other areas of the program are being undertaken.

Cameron and Brings (1980) and Cameron and Parkes (1983)

from the Roya1 Victoria Hospital in Montreal, report a study

in bereavement which began upon the opening of the

palliative care unit in 1975. Twenty close relatives of

patients who had died on the palliative care unit srere

matched with relatives of patients who had died on the acute

wards of the hospital. The farnilies from the palliative

care unit received pre-death support and bereavement

counselling. Pre-death support consisted of facilitating
the expression of anticipatory grief, providing optimal care

and symptom control, fostering open communication between

the patient and family and encouraging the family to be

present at the death. Bereavement counselling consisted of

one to two visits by the palliative care nurse and two to

three telephone calls over a period of six months. At

fifty-four weeks after the death, a telephone questionnaire

was arranged, which explored changes in Iifestyle since

bereavement, anniversary activities, grief reaction, and

adjustment as measured by physical and psychological health

and by social behavior. The palliative care group showed
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significantly more signs of adjustment and reorganization,

while the control group showed more signs of grief and

counter-product ive coping.

Parkes (1981) described the use of trained volunteers to

provide support and practical advice to high risk survivors

of individuals whose relatives died at St. Christopher's

Hospice in London. One hundred and eighty-one individuals

were divided into three groups (imperative need' high-risk,

and low risk), then the high-risk group v¡as randomlJ

assigned to intervention and control groups. The two high-

risk groups yrere examined at twenty months after bereavement

on scales of physical symptoms, depression, habit changes,

index of yrorry, and general health changes. The

intervention group had become more Iike the low-risk group'

with changes being more apparent in men.

2.9.2.3 Evaluation of Psychotherapy

Comparison between the various psychotherapy techniques

as previously stated is made difficult due to the variety of

interventions and measures used. Gerber et aI. (1975b)

describes a longitudinal study which offered brief

psychotherapy to the aged bereaved who had lost a spouse due

to cancer or cardiovascular disease. Àfter being randomly

assigned to a control or an intervention group, the

individuals were followed for three years. Weekly contact

with a psychiatric social worker or nurse took place for six
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months folrowing the death and focused on moral, support,
grief work, and environmentar manipuration. rndicators were

used to report on medical, psychological and social
adjustment. During and shortly after the intervention, the

experimental group reported less drug use, less illness and

fewer visits to the doctor. By the time of the finar
evaluation, fifteen months after bereavement, there was no

difference in reported heatth status. subjects who appeared

to have benefited most from the therapy were those that vrere

healthy at the time of bereavement.

Raphaer (1977 ) studied high-risk widows at six to twelve
weeks after the death. High-risk vras defined as rack of

social support and ambivarence in the maritar rerationship.
The individuals Ì¡ere randomly assigned to contror and

intervention groups. The intervention consisted of support,
emotional expression, and review of the relationship. At

thirteen months high-risk widows who had the intervention
appeared to be more rike the low-risk widows (especiarly in
areas of reported symptoms and visits to the doctor). The

perceived supportiveness of the sociar network was seen as

the key predictor of outcome.

williams and polak (1979), williams, polak and vollman
(1972) and Polak, Egan, vandenbergh and srilliams ( 1 975)

studied the effect.s of immediate crisis intervention
(beginning within hours) of a sudden death, and continuing
for ten weeks. rntervention consisted of focusing on farnily
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coping. The authors report no major differences in the

experimental and control groups at six and eighteen months

after bereavement. In fact, the authors postulated that
intervention at an early period may actually interfere or

delay the normal grieving process.

Constantino (1981 ) used bereavement crisis intervention
on a group of widows to try to decrease levels of depression

and improve social functioning. The widows were divided
(not random assignment) into a crisis intervention group, a

socialization group or a control group. Group meetings

conducted by a psychiatric-mental health nurse, were held

for six weeks for widows whose husbands had died in the past

six months. Depression was found to increase in the control
group and decrease in the socialization and crisis groups.

Socialization decreased in the control group, increased

slightly in the socialization group and increased

considerably in the crisis group. The intervention appears

to be successful in this case, but as random assignment of

subjects to groups was not used, caution must be used in the

interpretation of the results.

Horowitz, Marmar, Weiss, DeWitt and Rosenbaum (1984)

studied the impact of psychotherapy on self-referred adults
who had lost a parent through death. Twelve therapy

sessions focused on the relationship with the deceased and

the facilitation of grief. Assessments in the areas of

symptoms of psychological distress, adjustment, functioning,
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self-concept, Iife events, perceived social support and

sociodemographic variables vtere done at two, seven and

thirteen months. Initially the distress level of the

experimental group Ytas high, but by thirteen months, the

distress levels were reduced. An interesting aspect of this

sÈudy, is that perceived social support had littIe bearing

on the outcome measures.

There is a great deal of variability in the interventions

used in these studies, and conflicting reports abound. It

is also difficulÈ from many of the studies to identify what

the intervention actually ltas.

2.9.3 Summarv of Bereavement Interventions

There is a great deal of variability in how an individual

grieves, and which type of approach is most helpful to

facilitate the grieving process is unclear. Research from

the three types of bereavement programs: mutual support'

hospice/palliative care, and psychotherapy would indicate

that an intervention may lessen the time spent in the

bereavement period, and may make the adjustment period less

stressful. Evidence from the widow to widow programs

indicates that individuals may not be ready for

intervention, outside of their immediate social network,

immediately following bereavement. Hospice programs suggest

that intervention around six weeks may be most effective, as

this is when the familiar social supports are beginning to
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vrithdrah'. The use of a formal support group does not appear

to be appropriate until a few months from the time of death.

It is not conclusive which interventions are most

appropriate as few studies have been conducted. It is also

important to keep in mind that certain interventions may

produce negative conseguences.

The review clearly indicated that further studies into
the area of bereavement interventions are required. It is
also necessary that measures ot bereavement outcome for both

normaL and abnormal grief, be defined before systematic

eùaluations of bereavement programs wilI be possible.

Finally, it is vital to control for variables such as

culture, perceived social support, high and low risk
individuals, and age and sex in designing such evaluations.



Table 2.3¡ Bereavement Interventions
**Format uÈilized has been borrowed from Dr. L. Degner*tt B= experimental group

c= control group
0= observation
X= intervention
R= randomized triaL

Àuthors

Barrett,
c. J.

Year Design

1 978 comparison of
support
groups

R
E)0x00

1

E)0x00
2

E)0x00
3

c) 0 0 0

-observat ions
hrere made
1n1ftaJ.Iy, I
weeks and
from 1 3-1 5
week s

Sample

70 urban widows
responded to a
newspaper add
--average
length of
bereavement was
5 years

I ndependent
variable(s)

2 hour sessions
for 7 weeks

--groups htere
led by 2
doctoral
students in
cI inical
psychology

E1 ) sei.f-he1p
group --focused
on the
pract ica 1
problems ot
widowhood

E2 ) confidant
group

--focused on
the development
oE nee¡
f r iendships
E3)
consc iousness
raising group
--focused on
women's roles
in society
C) designated
as a waiting
1i st

Dependent
variable(s)

per sonal i ty,
attitude,
behavíora1,
physical and
soc ial
Iunctioning

Methods of
Analysis
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indíces of
physical,
emotionaÌ and
soc iaI
functioning

Results

--at the post-
test all (E)
and (c)
subjects had
higher self-
esteem, more
intense grief
and negative
attitudes to
remar r iage

--at follow-up
the most
pos i t ive
changes
occurred in the
consc iousness
raising group,
while the
fewest positive
changes
occurred in the
self help group

Cr i t ique

--volunteered
sample

--results in
post-test,
may indicate
the
researcher
conveyed the
type of
responses
expected



Authors

Vachon,
M. L. S.

Year Design

1 980 2 year
long i tud ina I
study
(prospective )

R
E)x

SampIe

c)

--152 newly
bereaved wídows
under the âge
oE 67

--mean age of
the widows was
52

--45% of the
husbands died
of cancer ¡ 38%
died of chronic
cardiovascular
disease

observa t ion s
were made at
1, 6, 12, and
24 months

I ndependent
Variable(s)

--the
i ntervent ion
consisted of
trained widow's
helper who
otfered one to
one support,
pracÈ ical
advice and
small group
meet ings

--there nas no
predetermined
number of
meetings or
time Iimit for
the length of
the
intervent ion

Dependent
variable ( s )

i nt raper sonal
adapta.t ion ,
interper sonal
adaotat i on

Methods oÉ
AnaIys i s

--Ho11 ingshead
two factor SES
index

--Goldberg
General Health
Quest ionna i re(ability to
carry out
normal.
f unct ion ing,
role
satisfaction
and outwardly
observable
behaviour

--pre-
bereavement
s i tuat iona I
va r iables ,
soc io-
demographic
var iables,
c i rcumstances
surrounding the
death and
f unera I

--correlates of
di st ress fu1
response
--structured
interviews,
seI f
admi n i stered
quest ionna i res

Results

l--finaI illness
lperiod was
I rated as
lextremely or
lvery stressful
lby 81% of the
I 
widows

I

I --no
di f ferences
between the (e)
and (c) groups
at 1 month

--at 6 months,
(e) group did
better on
int rapersona I
adaptaÈ ion

--at 24 months
there were
overall
di f ferences
betv¡een the (s)
and (c)
groups--the
high-r i sk
widor¡s appeared
more like the
low risk wido¡vs
--perceived
social support
hras an
impor tant
indicator of
outcome
--deficits in
social support
and health and
f inanc iaL
problems were
correlated nith
high distress
at 24 months
after death
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Cr i t ique

--hi9h
attrition
rate (common
in studies of
bereavement



Authors

Constan-
tino, R.
E.

Year Design

1 981 E)0x0
1

E)0x0
2

c) 0 0

SampIe

--widows
between the
ages of 30 and
69 years of
age, whose
husbands had
died in the six
months prior to
the study from
a malignancy or
heart disease

--widows could
not participate
ín the study if
they had a
history of
psych iat r ic
i11ness, were
current 1y
receiving
psychiat r ic
intervention or
were on
psychotrophic
med ica t ions
E ) bereavement'l crísis
i ntervent ion
group, N= 7

E ) socializati
2 grouP, N='l 0

C) control
group, N=1 0

I ndependent
Variable(s)

--bereavement
crisis
intervent ion ,
conducted by a
psychiatric-
mental heaLth
nurse and
widowed
individuals

--goa1 is to
reduce
depression and
i nc rease
socialization

Deoendent
vaiiabre(s)

--depression,
soc ia 1
adjustment

Methods of
Ana lys i s

--demographic
data sheet

--Depression
Adjective Check
list (rorm s)

--Soc ial
Adjustment
ScaIe--SeL f -
Report (assess
performance in.
work, social
and leisure
activities,
re Iat ionships
with extended
family, role as
a parent,
economic
independence
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Results

--depression
was found to
íncrease in the
control group
and decrease in
the bereavement
crisis
inte rvent ion
and
socíalization
groups

--soc iaI i zat ion
decreased in
the control
groups, while
it increased
slightly in the
soc ial- i zat ion
group and
increased
considerably in
the bereavement
crisis
inte rvent ion
group
--1one1 iness
f¡as a
dí t f iculÈy
reported by all
subj ec t s

Cr i t ique
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--smaI I
sample size

--not a
randomized
trial

--reliabíIity
and validiÈy
of
instruments
were not
reported for
this
populat ion

--di f f iculty
ident i fying
what the
intê rvent ion
consisÈs oE



Àuthors

tieberman
M. À. and
Borman,
t. D.

Year Design

1981 --survey ,

quest ionna i re
(mai1)

E)x00
c) 00

Sample

--current and
former member
of 71 chapters
of THEOS
(mutual support
group for
widows and
widowers )

--also sent
quest ionna i res
to those who
had declined to
participaÈe in
the group
--93% of the
respondents
were widows
--initially 721
responses
--one year
Ìatter there
were 502
responses

I ndependent
variable(s)

--intensity ot
involvement
with the group
and leadership
roles in the
9roup

Dependent
variable(s)

Tab1e 2"3¡ Bereavement Interventiohs (continued)

--bereavement
outcomes, such
as depression,
sel festeem,
anx iety,
somat ic
symptomS,
psychotrophic
drug use and
well being

Methods of
Analys i s

--self reports

--health
quest ionna i re

Results

--the more
intense the
involvement
r¡ith the group,
the better the
outcomes,
especialJ-y in
the areas of
depression and
seI f -esteem

Cr i t ique
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--ho¡v a
control- group
was used is
not clear

--not a
randomi zed
t r ial-



Àuthors

Videka-
Sherman,
L.

Year Design

1982 --survey
quest ionna i re(mail)

E)x00
c) 0 0

SampJ.e

--members and
nonmembers of
18 chapters of
Compassionate
Friends (a
mutual support
group for
bereaved
parents)

--1 94 parents
who had lost a
child in the
last 18 months

--70% were
mothers

I ndependent
Variable(s)

--intensity
involvement
the group

Table 2.3: Bereavement Interventions (continued)

Dependent
variable(s)

of
in

--bereavement
outcomes, such
as psychosocial
adjustment,
depression,
seI f-reported
personal gronth

Methods of
Analysis

--self-reports

Results

--no
significant
d i f ferences
found in
depression in
reLation to
invoLvement in
the group

--se1f reports
of personal
growth varied
directly with
involvement in
the group

Cr i t ique

-112-

--cont rol
group is
unclear --not
randomized



Authors

Cameron,
J. and
Br ings,
B.

Year Des ign

1 980 E)

c)

SampIe

--the
observat ion
was made at
54 weeks post
bereavement

--20 close
reLatives of
patients who
died on the
palliative care
unit were
matched with 20
close relatives
of patients who
had died on the
active wards of
the säme
hospi ta1

--alI the
patients had
cancer

I ndependent
variable ( s )

--the
intervent ion
consisted of
total hospice
care prior to
the death

--for 6 months
after Èhe death
a nurse offered
reassurance and
active
listening in
person and by
telephone

Table 2.3: Bereavement Interventions (continued)

Dependent
variable(s)

--physical and
psychological
health, social
behaviour

Methods of
Analys i s

--quest ionna i re
that idenÈiEied
current living
arranfJement,
changes in
I i fesÈy1e,
ann iver sary
activities and
grief reactíons

Resufts

--hospice group
showed more
signs of
adjustment and
reorganizat ion

--hospice group
required fewer
sedatives and
tranquilizers,
were less
preoccupied
rrith thoughts
of the dead
person, and
were less angry
and guilty

Cr i t ique

- 113 -

--not a
randomized
exper imenÈ

--process by
which
patients are
admitted to
the various
wards, may
contribute to
bias

I.

I



AuÈhors

Parkes,
c. M.

Year Design

1 981
R
E)x

SampIe

c)

--t he
observat ion
was made at
20 months
post-
bereavement

--181 bereaved
individuals who
had reLatives
that were
patients at St.
Christopher's
Hospice in
London

-- ind iv idual s
were divided
into 3 groupsi
imperat ive
need, high-risk
and low risk
--the high risk
group was
further broken
down into an
intervent ion
group, N=32 and
a control group
N=35
--high-risk was
determined by
nursing staff
by the
following
behaviors i
clinging to the
patient before
death, angry or
se1 f-
reproach f u1
behavior, lack
of supportive
family, Iow
socioeconomic
status, young
age, and
intuitive
assessment on
the part of the
nursing staff

I ndependent
variabl-e(s)

-- i ntervent ion
consisted of
trained lay
volunteers to
provide support
and practical
advice

Dependent
variable ( s )

--physical
symptoms,
depression and
habít changes

Methods of
Ana Iys i s

--check Iist of
new or r¡orse
symptoms

--measure of
increase in
alcohoL, drug
and tobacco
consumpt ion

--index of
worry

--genera 1
health index
--change in
health sÈatus
( predict ive
quest ionna i re,
deveJ.oped at
Harvard )

ResuLts

-- individuals
in the
intervent ion
group had
become more
like the low
risk group--
differences
were greater
for men than
women (this
change was not
initially
apparent at 1

year, but
became apparent
after 3 years)

Table 2.3: Bereavement Interventions (continued)
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Cr i t ique

--the actual
inÈervent ion
is difficult
to identify



Àuthors

Gerber,
T.,
Weiner,
4.,
Batt in ,
D., and
Arkin,
A.M.

Year Des ign

1975 --prospective
Iongitudinal
study (3 year
fol1ow-up)

Sample

R
E)x000
c) 0 0 0 0
--the
observat ions
were made at
2, 5, 8, ând
15 months

--e1de r Iy
individuals who
tere members of
a prepaid
medical plan
and who had
lost a spouse
due to cancer
or
cardiovascular
d i sease

E)= N=l16

c)= N=s3

Independent
variable(s)

-- intervent ion
consisted of
weekly meetings
with a
psychiat r ic
social worker
or nurse, for 6
months which
focused on
moral support,
grief work,
(review of the
relationship to
the deceased,
making plans
for the future,
and dealing
with practical
problems ) ,
env i ronmenta I
man ípulat ion

--53% of the
contact was
made over the
telephone,
while the rest
was made on a
one to one
basis

Dependent
variable(s)

--medical,
psychological
and social
adjustment

Methods of
AnaJ.ysi s

Table 2.3: Bereavement Interventions (continued)

--review of
medical records

--data from the
quest ionna í res

Result s

--during and
shortly afÈer
the treatment,
the
i nte rvent ion
group reporÈed
less drug use,
less íllness
and fewer
visits Èo the
doctor than the
controls

--at 1 5 months
there nas no
signi f icant
differênce in
health status

--those who
benef iÈted
most, were the
índividuals who
were physically
healthy at the
time of
bereavement

Cr i t ique
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Àuthors

Raphael,
B.

Year Design

1977 --initia]
interviewer
a sses sment
place in a
high risk
category --
N=200

SampIe

R
E)x0

--individuals
in both groups
were rated as
híghrisk, on
the basis of 1')
perceived non-
suppor t i veness,
2) traumatic
c i rcumstances
surrounding the
death and
moderate
perceived non-
support iveness,
3) hishly
ambivalent
marital
relat ionship
with the
deceased and
t raumat ic
c i rcumstances
surroundíng the
death,4)
concurrent Ìife
crisis

--wídows were
less than 60
years of age

--obtained
through the
social security
department,
when they
applied for
¡¡idow's pension
E)= N=31
c)= N=33

c)

I ndependent
VariabLe(s)

--the
observat ion
vras made at
1 3 months
post-
bereavement

--subjects were
contacted 6-1 2
weeks after
bereavement

--intervent ion
consisted of
ego support,
support for
grieving and
mourning
processes,
expression of
bereavement
af tects (grief ,
sadness, anger,
anxiety,
hopelessness ) ,
review of the
relat ionship
with the
deceased

--sessions nere
2 or more hours
in length and
were
nondirective in
nat ure--the
mean number of
Sessions r¡as 4,
with a range
from 1-9

Dependent
variable(s)

--post-
bereavement
morbidiÈy

Methods of
Ana Iys i s

--health
quesÈ ionna i re,
deve,loped by
Maddison &
Walker
(measures the
extent to which
the bereaved
see Èheir
families as
unsupportive,
thei r
bereavement as
t raumat ic ,
their marriage
as ambivalent,
their life as
complicated by
crises other
than
bereavement

Resul t s

Table 2.3: Bereavement Interventions (continued)
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--at thirteen
months, there
were fewer
reports of nes
or worsening
symptoms in the
intervention
group

--the high risk
widows appeared
to be like the
low-risk group

Cr i t ique



Authors

I{i11iams,
W. V. and
Po]ak, P.
R.

Year Design

1979 2x3
repeated
meãsures

SampIe

RE)x

--obtained from
the Denver,
Colorado county
cornoner I s
of f ice

--beginning of
study

E)= N=54
c)= N=122
c)= N= 158

I ndependent
variable(s)

e)=
preventative
crisis
se rvices

cl )= no
crisis
serv ices
after a
sudden death

c2l= no
recent death
and no crisis
services
-observat ions
were made ãt
6 and 18
months post-
bereavement

-- i ntervent ion
occurred within
t hour of the
death and
Iasted from
1- 1 0 r¡eeks
(mean was 5.56
sessionS)

--intervent ion
focused on
increasing the
ef fect iveness
of the family
in coping with
feel ings,
decisions and
problems of
adjustment

DeoendenÈ
va;iabre(s)

--6
observat ion

E)= N=39
c)= N=66
C)= N=56

--18 month
observa t íon

E)= N=32
C)= N=s4
c)= N=40

--coplng
abilities,
soc ia1
adjustment

month

Methods of
Àna lysi s

--medical. and
psychiatr ic
rating scales

--quest ionna i re
ident i E ied
c i rcumstances
surrounding the
death, coping
behaviors and
fami Iy
f unct ion i ng

-- f ac tor
analys i s

Results

Table 2.3¡ Bereavement Interventions (continued)

--no
signif icant
differènces on
pret reatment
dimensions when
the death and
no death groups
were compared
--at 6 months
post death, the
exper imental
group showed
higher concern
for work,
family, and
soc ioeconomic
well being--
they also
tended to be
slightly more
depressed with
a need to seek
help, had more
iIlness, more
coping probl.ems
and disturbed
soc ia1
functioning
than the non-

Results cont.

- 117 -

bereaved group
--at 18 months
post-
bereavement
more practical
problems
(financial)
were evident in
the
exper imental
group --short
term crisis
intervent ion
produced no
major
di f ferences
between
exper imental
and control
subjects aÈ 6
and l8 months
-- intervent ion
may have
delayed or
intertered with
the normal
bereavement
process

CRITIOUE

h-ïsE-atÈrf -
tion rate in
the study --
mi smatching
of control.
and support
9roups



Authors

Manson,
D.,
Marks, I
M., Ramm
L., ând
Stern, R
s.

Year Des ign

r 981 r¡aiting
per iod

RE) x
1

E) X
2

SampIe

--after 2 ¡¡eeks
on a uaiting
list 12
patients were
randomly
assigned to one
of two
t reatmen t s

-- inc Ius i on
into the sÈudy
ident i f ied
individuals who
had complained
of distress
that was longer
than one year
durat ion

--the loss that
was experienced
was between 1

and 10 years

--11 of the
subjects were
9¡Omen

E )= N=6
1

0

0

I ndependent
variable(s)

--guided
mournlng
treatment

--6, 1 1/2 hour
sessions given
3 times a week
for a 2 week
per iod

--follow-up etâs
done 28 r¡eeks
aEter entering
the trial

--intervent ion
was conducted
bya
psychiatrist or
a nurse
therapi st

--the first
intervent ion
group Y¡as
encouraged to
face cues
concerning
their
bereavement
such as painful
or avoided
memor ies--they
were encouraged
to write at
Ieast a page a
day about the
deceased

I ndependent
variable(s) c.

-the second
intervent ion
group ffas

encouraged to

avoid thinking
of the deceased
and used
distraction and
relaxation as
thought
stopping

mechan i sms
-they were
encouraged to
write a page
a day about
f r iends

Methods of
Àna1ys i s

--pathology
grief

--physical
symptoms of
grief

)=

Results

N=5

of

TabIe 2.3: Bereavement Interventions (continued)
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--pat ient s
rated
themselves at
r¡eeks O, 2, 4,
8, 12, and 28
weeks

--there were no
observer
rat ings

--bereavement
avoidance tests

--1 3 physical
symptoms
associated with
grief developed
by Maddison' &

Viola

--hostility,
anger and guilt
scale

--Texâs
inventory of
grief

--attitude to
seff and
deceased scale

--wakef ield
depress ion
quest ionnaire

--Anxiety scaJ.e
developed by
watson & Marks

-- fear
quest ionna i re

Results cont.

--the first
intervent ion
group showed
improvement in
behavioral.
avoidance tests
and distress,
which was
maintained at
28 weeks

--the second
intervent ion
group showed no
signi f icant
signs of
improvement
-compulsive
act ivi ty
chec kl i st
-soc ial
adjustment
scale

CRITIQUE

-smã[-
sample
-no control
group



Authors

Horowi tz ,
M. J.,
Marmar,
C.,
Weiss, D.
S.,
DeWitt,
K. N.,
and
Rosenbaum
R.

Year Design

1 984 E)0x0

Sample

--52 bereaved
patients, who
came seeking
therapy after
the death of a
parent or
spouse,
presenting nith
symptoms
related to the
grief response
( sleep
di sturbance,
anxiety, guilt,
anger )

--average time
from death to
therapy ttas 35
weeks

I ndependent
variable(s)

--time limited
dynamic
psychotherapy
--goal nas to
reduce symptoms
and
disturbances in
social and rùork
tunctioning

--sessions $ere
conducted by
Iaculty
therapists in a
un iversi ty
cI inical
research center

--12 time
I imi ted
sessions, once
a week tor
stress response
syndrome--focus
was on the
irnpl icat ions of
the loss of a
relationship to
seI f
conceptual izat i
and to
facilitate the
normal grieving
response

DeDendent
varia¡le(s)

--st ress
spec i f ic
symptoms

--general
psychiat r ic
symptoms

--work and
i nterper sonal
functioning

Methods of
AnaIys i s

--ident i f ied
the
relat ionship
betrfeen
di spos i t ional ,
process and
outcome
var iables

--HoIl ingshead
& Redlich
educational
c Iass i t icat ion
--Impact of
Event scale --
patient selt-
reporÈed
questionnai re

--Stress
Response Rating
scale --Hopkins
Symptom
checklist --
Brief
Psychiat r ic
Rating scale

--Patterns of
I ndividua I
Change scale --
Factor Analysis
--ANOVA
--Therapeutic
Àlliance scaLe
--Measures of
therapist and
patient action
--Pat ient
motivation for
psychotherapy
assessment --
Developmental
level of the
se1 f-concept
assessment

Results

--symptoms
improved more
than did the
sociaL and work
functioning

--more
exploratory
actions were
more suitable
for highly
motivated and/
or better-
organ i zed
patients and
less suitable
for patients
with lor levels
of motivation
or organization
of self-concept

--more
support ive
actions were
more suitable
for patients aÈ
lower
dispositional
levels and less
therapeutic for
patienÈs at
higher levels
--predictors oÊ
outcome Y¡ere
related to the
organ i zat ional
level of the
seI f-concept
for therapy
and motivation
for therapy

Cr i t ique

- 119 -

--reliability
and validity
of the
in st rument s
$ere not
reported for
this
populat ion

--no control
9roup
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2.10 SUMMÀRY TO THE LITERÀTURE REVIEW

In summary, research intO the area of bereavement has

revealed a wealth of information. The basic symptomatology

of grief has been exploredr âs well as the effects of

bereavement on morbidity and mortality. It is clear from

research on the effects of bereavement on physical and

mental health that bereavement places added stress on the

individual which may result in illness or even death.

Prediction of individuals at risk for a poor bereavement

outcome is complicated by the fact that there is little

agreement as to what actually constitutes a good or bad

bereavement outcome. The strongest predictor of positive

adjustment in the period of bereavement is an effective

social network. There needs to be further research into the

variables which predispose the individual for a good or bad

outcome. Interventions useful in facilitating the grieving

process and preventing .the consequences of bereavement are

beginning to be explored. The literature suggests that

adjustment is enhanced through Èechniques such as the mutual

support approach or hospice foIlow-up. Evidence from the

mutual support approach would indicate that individuals who

become actively involved in the group are more Iike1y to

benefit from its effects. This raises the question of which

approach is most helpful for individuals who attend groups

but are not actively involved. Research from palliative

care areas would indicate that families cared for in the

setting are more likely to have positive adjustment in the
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period of bereavement than are matched control groups.

Research can be expanded in two rna jor viays. Firstly,

research needs to be direcÈeà at the identification of

individuals at risk in the period of bereavement. From this
point effective interventions can then be explored to

ameliorate the effects of the grieving process. This

information has the potential to guide nursing practice, and

most importantly to promote a better quality of Iife for the

bereaved individual.



ChaPter I I I

""r"oo,
The following chapter will discuss the methodological

considerations for the study. Items to be considered are

the design, the variables, review of measures, sampling,

threats to validity, procedures, and data analysis.

3.1 DESIGN

The design for the study

experimental group and two

The study used a one-v¡ay

design.

A pretest measure s¡as taken within seventy-two hours of

the patient being admitted to the palliative care unit to

try to determine the effects of anticipatory grieving. Àt

St. Boniface General Hospital a second pretest measure tras

initially planned to be taken at one month from admission if

the patient had noÈ died to analyze the effect of the length

of the dying trajectory. However' when a situation Iike

this arose the patient wäs near death and the investigator

did not feel it vÍas appropriate to disrupt the family at

that time. The treatment for the experimental group Yras

implemented from admission to approximately six months post-

vras guasi-experimental with one

nonequivalent control groups.

longitudinal repeated measures

122
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death, Àt the time of the death of the patient the

experimental and the control groups were divided into high

and low risk categories based on the work of Parkes and

Weiss (1983) and Raphael (1977). The palliative care unit

at the St. Boniface Hospital used a form devised by the

Boulder County Hospice in Colorado. The rating of risk at

St. Boniface Hospital was part of the bereavement program

and not part of the actual study. Outcome measures $¡ere

taken at six to eight weeks, six months' and twelve months

post-death. Ànalysis of the data for this thesis consisted

only of information from the pretest and the first posttest

at six weeks post bereavement. For a visual description of

the treatment and testing measures' see Figure 3.1.

The quasi-experimental design was chosen in preference to

a randomized experiment because of the ethical issue of

withholding treatment from a control group of subjects.

This investigation was designed to be a pilot study to

determine the treatment effects of a bereavement follow-up

program in the absence of randomization.
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3.2 THE INDEPENDENT VARIÀBLE

The independent variable for the study was a bereavement

foIlow-up program which began before the death of the

patient and extended into the period of bereavement. Pre-

death support consisted of facilitating the expression of

anticipatory grief, providing optimal care and symptom

control, fostering open communication between the patient,

family, and health care workers, encouraging the family to

participate in care and death activities (if appropriate),

and making families aware of the bereavement services which

existed after the death had occurred.

Bereavement counselling offered to the family h?as

slightly different depending on r¡hether the families were

assessed as high or low risk. For low risk families a

bereavement card signed by the staff of the palliative care

unit was sent at four weeks postbereavement. At six to nine

months a bereavement social evening was held where the

families were invited back for an informal evening providing

the opporÈunity of renewing oId acquaintances.

For families rated as high risk the bereavement card

signed by the palliative care staff was sent between two and

four weeks after the death. Individuals who were thought to

be particularly at risk were generally contacted by the unit

social worker rather than a trained volunteer. Inside the

bereavement card the volunteer who had been assigned to the

126
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family would write a personal note indicating that he/she

would be contacting the family in a short time. At five to

six weeks the volunteer contacted the family by telephone to

assess how they were doing and to offer further contact by

telephone or an in-home visit. Contact continued every

three to four weeks for a period of six months. Contact was

renewed at one year, the anniversary date of the death.

Bereavement counselling was directed at assisting the

individual with the tasks of mourning. At six to nine

monÈhs postbereavement, the high risk families were also

invited to the bereavement social evening.

The volunteers for bereavement counselling were nurses,

lay individualsr or social workers who were provided with

twelve and a half hours of training which consisted of; (a)

normal and abnormal grief; (b) children's grief; (c) general

interviewing techniquest (d) community resourcesi (e) grief

counselling; (f) the caregiver's stress and how to handle

it; and (g) implementation of the program. The volunteers

were also provided with twelve and a half hours ôf training
in palliative care philosophy when they first began working

in the area as weII as ongoing education. The majority of

the volunteers had been working in the area for years and

had welI developed communication skills. For a visual

description of the program see Figure 3.2.



Figure 3.2:
rSBGH Paliative Care Bereave¡nent Program
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3.3 THE DEPENDENT VARIABLES

The first dependent variable for the study was

bereavement experience. The following theoretical

definitions were used to guide the study in the effect of

the bereavement program on the bereavement experience.

1. Bereavement: "the loss of, or separation from an

object depended upon for sustenance, comfort, and

security" (Lindemann, 1g57). This def inition Íras

also used by Vachon (1g76) to guide her research.

2. Grief: "the normal state resulting from a loss"

(such as bereavement) (EngIish & EngIish, 1958).

3. Bereavement ExperÍence :

the following items:

quitt: "À sense of being accountable for violating a

standard or for failing to live up to one's own or

society's expectations. GuiIt may result from actual

or perceived acts of omission or commission, manifest

as feeling at faulti responsible, eviI, wrong,

remorsefuI, sinful, oE blameworthy" (oemi &

Schroeder, 1985, p. 6-7).

anser: "A feeling ranging from mild irritation to

rage. This anger may be directed at self, other

persons, ot at situations or objects" (pemi &

Schroeder, 1985, p. 7).

vras viewed as consisting of
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vearninq: "Thoughts and feelings focused on the

deceased. Includes searching and ruminative

behavior, and a sense of closeness to the deceased.

May be manifested as dreams or hallucinations, oF as

intense efforts to recall the deceased" (Demi &

Schroeder, 1985, p. 7).

depersonalization: "A sense of unreality, shock, or

numbness, feeling apart from the norldr or being

unable to control one's thoughts and feelings" (Demi

& Schroeder, 1985, p. 7').

stiqma: "A feeling of being discredited, ashamed,

tainted, oF discounted. Results in avoiding of

peopte or being avoided because the stigmatized

person makes others feel uncomfortable. This, in

turn, leads to feelings of blame and rejection" (pemi

& Schroeder, 1985, p. 7).

morbid fears: "FeeIings of fear and anxiety related

to death or threat of deathr or preoccupation with

thoughts of death" (oemi & Schroeder, 1985, p.7).

meaninqlessness: "A feeling of loss of interest and

Ioss of relevance of persons and activities
previously meaningful. A sense of being $tithout

purpose for Iiving or v¡ithout interest in Iiving"
(oemi & Schroeder, 1985, p. 7-8r.
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isolation: "Social isolation, characterized by

feeling shut off from involvement with others or

feeling a need for an intimate relationship with

another person" (Demi & Schroeder, 1985, p. 8).

For the purpose of this study, bereavement experience was

operationalized aS scores on the Bereavement Experience

Questionnaire (oemi & Schroeder, 1985). Consent for the use

of the scale was obtained from the authors. Bereavement

Exerience ylas also assessed by using a qualitative

questionnaire developed by the author with input from F.

NeIson (SociaI Worker) and A. Neufled-Wiens (Volunteer-

Coordinator). Items on the questionnaire addressed

themselves particularly to aspects of the bereavement

program such as the card, counselor and the social evening

(see Àppendix À).

The second and third dependent variables were physical

and psychological health. The following theoretical

definitions were used to guide the study with respect to the

effects of the bereavement program on physical and

psychological health.

1. Hea1th: as based on the adaptation model was not

simply the absence of disease but rather existed when

the organism was in a condition where it could engage

in effective interaction with its physical and social

environment. Conversely, disease was viewed as a
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failure in adaptation where the organism was no

longer able to cope with changes in its environment

(nubos, 1965). Health ytas not viewed as a static

state but vras rather dynamic and fluctuating-

Individuals experienced varying degrees of health and

i Ilness.

Phvsical Health: was the absence of biological

symptoms indicating disease and signifying the

individuaL's inability to adapt to changes in the

environment. Physical health was also present when

biological symptoms were present but the individual

was coping effectively with them.

Psvcholoqical HeaIth: vras the absence of

psychological symptoms indicating mental illness and

signifying the individual's inability to adapt to

changes in the environment. Psychological health was

also present when psychological symptoms were present

but the individual gtas coping effectively with them.

2.

3.

For the purpose of this study physical health was

measured on a quesÈionnaire which was compiled by

considering Iiterature in the area of physical health and

bereavement (ctick,et â1., 1974; Maddison & vio1a, 1968:

Parkes, 1972) (see Appendix A). Psychological health was

operationalized as scores on the 28-itern General Health

Questionnaire (ct+Q) (coldberg & Hil1ier, 1979). Consent for

the use of the scale was obtained from NFER publishing

company.



The fourth dependent

The following theoretical
study with respec! to the

on social functioning.

1. Socia1 Functioninq: "is the interplay between the

individual and the social environment. Specific vrays

of behaving, referred to as roles, are commonly

accepted as appropriate and the individual is
perceived in terms of the way his role performance

conforms to the norms of his referrant group"

(weissman, 1 975).
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var iable v¡as soc iaI f unct ioning.

definition was used to guide the

effect of the bereavement program

Socia1 functioning vras also operationalized on the

General Health Questionnaire which focused on the

individual's ability to carry out one's normal functioning,
role satisfaction, and outwardly observable behavior
(coldberg, 1978).

3.4 REVIEW OF MEÀSURES

The two primary tools used in the study Írere reviewed

from the perspectives of reliability, validity and use in

bereavement research to determine their applicabitity for

the study.



3.4.1

The bereavement experience questionn¡rire vlas a self-

administered, sixty-seven item scale which had a four point

scoring system: never, sometimes, often, and almost always

(oemi & Schroeder, 1985). The questionnaire requested that

the respondent consider the past four weeks wnln responding.

The scale vras used in the pretest with slight alterations in

wording. Minor changes in terminology consisted of changing

t.he word "deceased" to patient and "death" to illness. (see

Àppendix A for the Bereavement Experience Questionnaire and

necessary revisions).

The questionnaire was initiatly designed for use in a

bereaved parent population. It $¡as tested on a group of

bereaved parent,s with revisions made on the basis of their

suggestions and was further tested for content validity by

two experts in the area of bereavement. Because there was a

need for the questionnaire to be applicable to a larger

population, Èhe scale was again revised. The manifestations

of bereavement !úere further explored and bereavement

experience was identified as consisting of the following

subscales: gui lt , anger r yêârning, depersonal izat ion,

stigma, morbid fears, meaninglessness, and isolation.

The Bereavement Experience Ouestionnaire
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Reliability of the subscales was tested in a group of

sixty-six respondents. "The alpha coefficients for the

subscales vrere as follows: guilt, .90 (11 items); anger,
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.72 (9 items); meaninglessness, .88 (g items); yearning, .82

(10 items) i depersonalization, .71 (s items); stigma, .65 (e

items); morbid fears, .79 (g items); and isolation, .78 (q

items)" (pemi & Schroeder, 1985, p. 9). ÀII the subscales

met the 0.70 minimum standard for internal consistency

reliability except the stigma subscale.

Overall distress was evaluated by using a Likert scoring

method of one to four for each of the responses' totalling

the number and dividing by sixty five. Questions six and

Síxty-two were not part of any subscale and were therefore

omitted from analysis. Evaluating the distress found in

each subscale was done by totalling the perspective category

and dividing by the number of items found in it.

3.4.2 The General Health Ouestionnaire

The General Hea1th Questionnaire (CuQ) is a self-

administered screening test originally used to detect

nonpsychotic psychiatric disorders in a general medical

practice setting and concerns itself with two major classes

of phenomena: inability to carry out one's normal healthy

functions, and the appearance of new phenomena of a

distressing nature (Goldberg, 1972; Golrilberg & Hillier,

1979). The scale vras initially d'esigned to include sixty

items but to try and decrease the time taken to complete the

test, shortened versions v¡ere attempted. The 28-item scaled

questionnaire l¡as composed of four subscales: somatic
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symptoms, anxiety and insomnia, social dysfunction and

severe depression (Coldberg 6, HiIIier , 1979). The scores

ranged from 0 to 28 (0,0,1,1) when a single severity score

was needed, and a score of five or more indicated a leve1 of

distress sufficient to warrant further assessment. When

assessment of the individual subscales vras required a

scoring system of 0,1,2,3 with a range of 0 to 21 was used

as this correlated more closely with clinicaf measures.

Vachon (1980) previously used the scale to assess overall

disturbance rather than case identification.

Two types of reliability for the 60-item GHQ and the 30-

item GHQ were computed. The scores of the 60-item test are

provided first, followed by the 30-item GHQ. Split-half

reliability Ì¡as computed by dividing the test items into two

closely comparable subpopulations and was found to be +0.95

and +0.92 (Goldberg, 1972). Test-retest reliability which

ylas done by administering the test to the same respondents

on different occasions was also conducted. Methodologically

this was difficult to implement but was important as the

sensitivity of the scale to changes over time or stability

wa5 crucial. Three groups of patients v¡ere used to assess

test-retest reliability. Those who used the questionnaire

and yrere also rated by the psychiatrist on each occasion

(reliability +0.90), patients who rated themselves as

staying the same (reliability +0.76 and +0.77), and those

who in their doctors opinion stayed the same (reliability

+0.51 and +0.53) (cofaUêr9, 1972).
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Validity, which looks at whether the quality measured has

some relationship to an external variable that is thought to

be relevant and important, was found to be +0.80 and +0.80

in general practice and +0.77 and +0.72 for patients of a

medical outpatient department (Go1dberg, 1972). Correlation

coefficients between the 28-item GHQ scale scores and

independent clinical measures vtere taken for three of the

scales (somatic symptoms, anxiety and insomnia and severe

depression). correlations ranged from 0.32 to 0.73.

Intercorrelations between the four scales and the total GHQ

ranged from 0.69 to 0.90. Goldberg and Hiltier (1979)

stated that the scaled version of the GHQ was particularly

useful if administered before and after a treatment as it

allowed the clin ícían/tesearcher to examine where the

external event had its greatest effect. This characteristic

of the scale made it especially useful for the examination

of the effectiveness of a bereavement program.

studies by Goldberg (1978) and Goldberg, Rickels, Downing

and Hesbacher (1976) indicated that the GHQ score correlated

fairly well (.ZO or better) with ctinical assessments and a

35-item Hopkins symptom distress checklist. Both the GHQ

and the SCL worked better with men than women and with

whites as compared to blacks but neit.her lúas affected by

social class or the age of Èhe respondent (Coldberg et aI.,

1976).
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The 30-GHQ had been previously used in bereavement

research by Vachon et al. (1980) and Forrest et aI. (1982).

The scale was particularly useful for the study as changes

which occurred in psychiatric disturbance over time could be

identified. As the Àmerican version of the 30-item scale

was no longer available, the 28-ítem American version was

used in this study.

3.5 SAMPLE AND SETTING

The population for this study vras taken from two intact

groups , from areas where palliative care services were

offered. Non-probability sampling was used. Initia}Iy it

vras planned to obtain twenty subjects from each group but

because of the already stated difficulty with the second

control group it was dropped from the sample (see Figure

3.3).

FIGURE 3.3 DESCRIPTION OF SAMPLE SIZE

high risk low risk

E

c-1 10

c-2

10

10

10

10

10
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The Experimental @p: St. Bonif ace General

Hospital, Palliative Care Unit--family members or

significant others of individuals who died within one

month of being admitted to the unit.

2. The First Control Group: Winnipeg Municipal

Hospitals, Princess Elizabeth Hospital, Palliative

Care Unit--family members or significant others of

individuals who died on the unit.

3. The Second Control Group: St. Boniface General

Hospital, Palliative Care Unit--family'members or

significant others of individuals who did not die

after being on the ward one month.

Ttre palliative care unit at the Princess Elizabeth

Hospital was chosen as a control group because it did not

have an established bereavement program. Pre-death support

at the Princess Elizabeth Hospital centered around symptom

contrOl and comfort measures with minimal "formalized"

consideration given to the facilitation of the grieving

experience of the family. The Princess Elizabeth Hospital

also did not provide the family with after-death support in

the form of a card, visitation or other type of follow-up.

This differed from the care provided at the St. Boniface

General Hospital where a structured program for the

facilitation of anticipatory grief (education, involvement
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of the family in care) was used and coordinated bereavement

follow-up was provided

Criteria for admission Èo the study applied to the family

member or significant other and included the following:

1: ability to read, speak and write English

2. 18 years of age or older

3. family member's (ie., the patient) first admission to

the palliative care unit

4. family member's (ie., the patient) admitted to the

hospital less than seventy-two hours

5. informed written consent

The individual chosen from each family was the person

deemed the primary caregiver or contact person by the staff

nurses in the respective hospitats. In most cases this

person was a spouse, child, or sibling of the patient.

3.6 THREÀTS TO VÀLTDITY

Threats to validity can occur in the absence of a

randomized experiment (Cook & CampbelJ-, 1979). Each of the

following threats to vatidity- statistical conclusion,

internal, construct, and external (as discussed by Cook &

CampbeIl, 1979)- Ì¡ere taken into consideration in the

design and analysis of the investigation. Examples of each

of the particular threats as they applied to the study are

di scussed.
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3.6.1 Statistical Conclusion validitv

Threats to statistical conclusion validity dealt with

errors related to the statistical analysis of the data and

to the interpretation of acceptance or rejection of the nuII

hypothesis (SheIIey, 1984). the sample size for the

sludy "as low (H = 40) there vras low statistical polrer and a

chance of making a Type II error, or concluding there vras no

effect from the treatment when Èhere really was. To

compensate for this Iimitation the results of the study h'ere

used primarily to detect or describe changes which occurred

over time in the experimental and control groups.

The second threat to statistical conclusion validity was

the reliability of treatment implementation. The treatment

offered by different persons may have varied as may

treatment offered by the same person over time. In

bereavement fo1low-up there had to be some variability in

the treatment due to the individual differences in the

clients. An attempt to standardize treatment as much as

possible was undertaken through the education of the

volunteers implementing the program. À total of twelve and

a half hours were initiatly used to educate volunteers in;

(a) normal and abnormal grief; (b) children's grief; (c)

community resources; (d) general interviewing techniques;

(e) grief counseltingt (f) the care giver's stress and how

to handle it and; (g) implementation of the program. The

total number of educational hours was not as extensive as
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some bereavement programs since the volunteers vrere taken

from the group of palliative care volunteers and had

received previous training (twelve and a half hours). Às

the ability to standardize the treatment in this situation
vras weak, data was collected on the variability of the

treatment over time and between volunteers through

information collected on the bereavemenÈ reports.

Statistical conclusion validity was also threatened by

random irrelevancies in the experimental setting. The

treatment may have been enhanced or decreased by factors

such as support from other sources, additional life crises,
and factors aitecting the quality of care such as the use of

large numbers of causal staff, etc. Many of. the

irrelevancies in the experimental setting would naturally
affect how an individual adjusts in the bereavement period

or the expected bereavement outcome. It was not possible to
minimize the irrelevancies in the environment but data could

be collected to detect if they were present.

Random heterogeneity of respondents may have also

affected statistical conclusion validity. Respondents who

chose palliative care over active care may have been

different on some measures which made them more likely to

participate in a bereavement program. Heterogeneity Ìvas

dealt with by using a pretest--posttest design to identify
differences within subjects over time (Cook 6, CampbeII,

197g).
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3 .6 .2 I nternal VaI idi tv

Internal validity looks at the causal Iink between the

independent and dependent variables (SheIley, 1984). It r.¡as

imperative to identify any threats to the internal validity

of the experiment as this would provide information as to

what type of variables other than the treatment brought

about the observed effect

The first threat to internal validity was history. This

threat relates to an event which may occur between the pre

and posttest which is not related to the intervention.

History may have been present in either group in the form of

additional life crises, traumatic circumstances surrounding

the death, etc. These events could not be controlled for

but data could be collected to detect their presence.

Maturation is the threat that an observed effect may be

due to the respondents growing older or wiser, and may have

been particularly operative between the pretest and the

first posttest measurement. When the dying period is

lengthened (greater than one month from admission) ttre

f amily could possibly react in one of two v¡ays. The

extended dying period may be a source of positive adjustment

as the potentially bereaved person has greater time to

adjust to the impending death and life h'ithout the deceased'

or it may be a source of negative Stress as the physical and

emotional resources of ttre potentially bereaved person
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become depleted. To understand the possible effect of

maturation a second control group was used from the

palliative care ward to measure change in functioning which

occurred after one month of hospitalization.

Testing may also have been a threat to validity as the

individual remembered the responses of the previous test.

This vras minimized by encouraging the respondent to

concentrate on the time period from the previous testing
phase. Caserta, Lund, and Dimond (1985) assessed the

effects of the interviewer in a longitudinal study of

bereaved elderly adults. They found that there was no

difference in response depending on whether the assessment

was conducted by an interviewer or rnai Ied out by

questionnaire. The one difference they were able to

identify was the fact that response rates s¡ere greater for

the interviewers than for the questionnaire.

It was possible that there vras selection bias between the

experimental and the control groups. There may have been

differences in â9e, socio-economic status, relationship to

the patient, and education between the groups from the two

hospitals.

Àttrition is generally high in studies of bereavement.

Vachon ( 1 980 ) found some evidence to suggest Èhat bereaved

individuals who dropped out of the research $¡ere different

than those who remained. Individuals who withdrew from the
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study often lacked social support, had younger husbands'

more psychological and health problems, a higher initial

score on the General Health Questionnaire and were of lower

social class than those who remained in the study.

Therefore, it appeared that individuals who dropped out of

the study may actually have shown some benefit from the

intervention. Àttrition was decreased by the fact that this

study vras being conducted for the purpose of program

evaluation rather

bereaved person.

3.6.3 Construct Validitv

Construct validity consisted of determining that the

construct or operation was measuring what it says it was

measuring (Shettey, 1984). Hypothesis guessing in which the

reSpondent wished to guess the "correct" or desired response

gras not of dif f iculty as individuals lùere asked to rate a

program. Pressure to create a good impression was further

removed by the fact that the interviewer h?as not directly

associated with the bereavement program and therefore did

not have any vested interests.

Evaluation apprehension, in which the respondent wants to

appear competent and healthy' was removed by stressing that

the program was being evaluated and not the person.

Experimenter expectancies may have operated in the study as

the interviewer v¡as expecting certain outcomes based on the

Iiterature. Continual checks for objectivity were employed.

than directly concentrating on the
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3.6.4 External Validitv

Ext,ernal validity is "the ext.ent to which results of a

research study can be applied or generalized to other

persons, settings, and times" (Shelley, 1984, p. 2381. Às

intact groups v¡ere used and one particular program was

evaluated, generalizability of the study was limited.

3.7 PROCEDURES

À self-administered questionnaire lras compiled by the
.investigator (see Appendix A). The first portion of the

questionnaire requested information on potentially
confounding variables such as â9€, sex, socio-economic

status, relationship to the patient/deceased, education,

religion, Iength of illness and employment status. The

second portion of the questionnaire requested information

relating to the respondents health. The third and forth
portions of the questionnaire consisted of the Demi

Bereavement Experience Questionnaire and the Goldberg

General Health Questionnaire. The final portion (section

five) of the questionnaire asked the respondent's opinion of

specific aspects of the program such as the bereavement

card, the telephone call and the bereavement social evening.

Following the questionnaire, a short intervieh' rras held ¡rith

the respondent to discuss items such as the circumstances

surrounding Lhe illness/death, perceived social support and

additional life crises. The technique of using a short



147

interview section was suggested by Vachon (1980) as a means

of obtaining sensitive data. The pretest consisted of using

sections one to four and the short intervievr. The posttests

at six weeks and six months consisted of sections two to

four and the short interview. The posttest at one year also

used section five. Section five was not administered to the

f irst contiol group. Each of these sessions took

approximately forty-f ive to sixty minutes of the

respondent's time. When tested on six non-stressed

individuals, the questionnaires and intervievr took

approximately thirty minutes to complete.

Àfter the study had received approval from the University

of Manitoba School of Nursing Ethical Review Committee, and

University of Manitoba, Faculty of Medicine, Committee on

the use of Human Subjects in Research' permission for

entrance into The St. Boniface General Hospital and The

Winnipeg Municipal Hospitals vras cleared with both the

medical and nursing divisions. Àfter approval from all

areas was granted t dtrangements gtere made with each of the

palliative care $tards to begin data collection. Procedures

for the collection of data at both the Princess Elizabeth

Hospital and St. Boniface Hospital vtere the same before the

death occurred. Àt both- hospitals the investigator called

the ward daily to see if any patients had been admitted to

the unit. If there had been an admission the staff nurse

approached the family member and requested permission to
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forward the respondent's telephone number to the

investigator. The investigator then contacted the family

member by telephone to explain the purpose and gain their

interest in the study. An appropriate meeting time v¡as

arranged. The respondent had the option of meeting with the

investigator in the respondent's home or in the hospital.

At the time of the meeting the respondent was supplied with

a cover letter which explained the purpose, risks etc of the

study, a consent form and a questionnaire (appendix À). The

consent form vras signed and collected prior to any

information being supplied. Àfter obtaining informed

consent the investigator supplied the respondent with

explanations regarding questionnaire completion. After the

questionnaire vras completed the investigator administered

the interview, writing down the respondent's answers. When

the procedure was complete the investigator thanked the

respondents for their participation and reminded them of the

foIlow-up contact.

The only difference in the procedure for data collection

between the St. Boniface and Princess Elizabeth Hospitals

nas the rating of "risk" of the farnily at the death of the

patient. Àt the St. Boniface Hospital, after the patient

had died, risk status of the family member was determined at

an interdisciplinary meeting caIled "Death Review". Death

Review notes were examined to determine the health care

workers perception of the circumstances surrounding the
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death. The bereavement contact forms v¡ere used to gather

information on the specific type of intervention which was

provided by the bereavement counselor. Àt the Princess

Elizabeth Hospital risk status was determined by the head

nurse or team member who had closest association with the

f amily, in consultation ,i¡ith the investigator.

A similar procedure occurred at each of the posttest

sessions. The respondent was asked to sign a second consent

form at the first posttest meeting (eppendix A).

The matching of the pre and posttest questionnaires was

accomplished by a coding system which used the respondent's

first and last initials and the month and year of their

birth. Coding of the questionnaires was done to maintain

the confidentiality of the respondent. Raw data ¡¡as stored

. in a locked filing cabinet at the investigator's residence.

3.8 PROTECTION OF THE RIGHTS OF THE SUBJECTS

À potential risk to the subjects consisted of the fact

that they v¡ere asked Èo discuss or recall potentially

distressing subject matter. This risk vtas minimized by

informing the subjects that they Y¡ere permitted to answer

only questions with which they felt comfortable. Às this

risk could not be eliminated, it vras the investigator's

responsibility to be sensitive to the verbal and non-verbal

actions of the respondents and to discontinue the interview
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when necessary. Worden (1982) commented that allowing

individuals to talk about their bereavement experience is

the most beneficìal tray of assisting them with the process

of mourning. The actions taken by the investigator in cases

where the subjects became upset were based on the expertise

of the investigator . in working with dying and bereaved

families. Àfter assessing the situation, the investigator

took actions which interrupted or discontinued the interview

and provided support through presence, touch and discussion.

In extreme cases of distress the investigator took on the

role of counselor and discarded the daÈa. The subject was

not left until the investigator deemed -this to be

appropriate. In such cases the social worker from the

respective hospital was also contacted so that follow-up

could be accomplished.

The family member was experiencing stress before and

after the death of the patient occurred which may have

resulted in fatigue. Completing the questionnaire may have

added to the sense of stress and fatigUê, and the respondent

was encouraged to stop the procedure at any time should

fatigue result. the investigator as previously stated was

sensitive to what the respondent was conveying.

Formal protection of the subject was supplied by

submitting the proposal to the University of Manitoba,

School of Nursing, Ethical Review Committee, Faculty of

Medicine, CommiÈtee on the use of Human Subjects in
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Research, and each of the agencies before data collection

began. AIl participation in the study was voluntary and

subjects were requested to sign a consent form after reading

an explanation about the study. Subjects were given a copy

of both the written explanation of the study and the consent

forms for their records. Participants vrere also informed of

their right to withdraw from the study or v¡ithhold answering

questions ltithout it affecting their care. The

confidentiality of the respondent was maintained by using a

coding system and data was analyzed from a group perspective

so individual responses could not be detected. The

investigator, her thesis committee, and a statistician were

the only individuals who had access to the raw data. Raw

data from the bereavement experience queStionnaire wiII be

made available to À. Demi for further development of the

scale. A summary of the results of the study will be made

available to respondents who request this information.

3.9 LIMTTATIONS OF THE STUDY

There were a few timitations to the study which may

affect its effectiveness but which if recognized' stil1 made

it possible to glean important information. The first

difficulty with the study was the fact that it s¡as

impossible to standardize the treatment. In looking at the

benefits of the intervention it s¡as difficult to ascertain
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which portion of the intervention was most helpfuI. To

minimize this effect records were kept on how the
intervention varied between counserors and varied with the

same counselor over time.

The second limitation of the study was that
generalizabiriÈy of the findings was rimited due to the use

of intact groups. Às the purpose of the study was to assess

the effectiveness of a particurar program, this rimited
generalizability was acceptable.

3.1 O SUMMÀRY

This chapter has discussed the methods used for the study

to determine the effect of the st. Boniface General Hospital
bereavement program on the bereavement experience, physical
and psychologicar hearth, and sociar functioning of the

individuar. The study used a one-way repeated measures

design with one control and one experimental group. The

study h'as designed in light of the threats to varidity as

discussed by Cook and Campbelt (1979).



Chapter IV

DÀTÀ ÀNALYSIS

The analysis of the data is presented in a vray as to
ilrustrate the anarytic process which the researcher used in
interpreting the data. First the sample size was anaryzed

to determine its statistical power, and to determine if
there were any differences in the demographic

characteristics between the experimental and control groups.

A check for the normarity of the data was then run; the mean

scores on each of the dependent variables were analyzed; and

an anarysis of covariance was conducted to determine the

effec! of the bereavement program on the dependent

variabres. After the quantitative analysis of the data had

been conducted, qualitative anarysis of the interview guides

was done to assist the investigator in understanding the

quantitative results.

4.1 SAMPLE SIZE AND POWER ANALYSIS

The sample size was analyzeð, to determine response rates

at Èhe pretest and attrition at the posttest (see Tabre

4.11. Ninety individuars were approached to participate in

the sÈudy. Of the ninety who were approached, thirty-eight
or 42% díd noL participate. There $rere no major differences

153
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in participation rates between the control and experimental

groups. The primary reasons for not participating in the

study were: (a) the situation was currently too stressful;
(b) the patient died before an interview could be

accomplished; and (c) the patient was discharged before an

interview could be conducted. See Table 4.2 for a Summary

of the results. No attempt Ì¡as made to determine if the

individuals who participated in the study vrere different

from those who did not participate. As the most common

reason given for not participating in the sit.uation was that

it was too stressful, it might be assumed that these

individuals would have fallen into the high risk categories.

Table 4.1 Rates of ParticiPation

Control 45

Experimental 45

Total 90

Part ic ipants
Approached

No differences y¡ere apparent between groups

The attrition rate at the first post test was 12%

differences apparent between the experimental and

groups ( see Table 4.3 ) . As no bereavement studies

literature had been conducted with a pretest prior

Negat ive
Response

20 ( 0.44 )

18 ( 0.40 )

38 (0 .42')

1n the Study

Posit ive
Response

25 (0.s6)

27 ( 0.60 )

52 (0.s8)

with no

c ont roI
in the

to the



Tab1e 4.2 Reasons for not Participating in the Study

Situation v¡as too stressful
Patient died
Patient discharged
Low comprehension
Unable to reach respondent
Unable to set time to meet
Lack of knowledge of the unit
Respondent became iIl (cancel)
Interviev¡ was not completed
Investigator stopped inLerview
Did not wanÈ to talk about family
Too busy to participate
Too old Èo participate

TOTAL

death it vtas not known whether this drop-out rate $¡as

comparable. For bereavement studies in general r âD

attrition rate of 12% was low. The primary reason for

attrition was related to the lack of desire on the part of

the respondent to discuss the circumstances surrounding the

death and the subsequent bereavement. Most of the

respondents who did not want to continue in the study felt

that the stress incurred during the discussion would not be

of any benefit to Èhem. All individuals who continued to

participate stated that it Ìras beneficial for them to do so

as it provided them a means of airing some of their feelings

and frustraÈions. One individual from the control low-risk

group vras omitted from further analysis as the results of

the respondent's scores showed a great deviation from the

remainder of the scores o '
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9

5
5
2
2
2
1

1

1

1
I
I

38



Table 4.3 Attrition Rate f or the Stuély

Àttrition

Cont rol
Hi 9h
Low

Exper imental
High
Low

TotaI

No Death

5 (0.20)

* Respondent omitted from the
sample as the patients' death
did not occur on the PCU

7 (0.26)

Negat ive
Response

12 (0.23)

A retrospective polter analysis was performed to determine

the investigator's ability to detect the effect of the

bereavement program on the dependent variables given the

analytic models used and the sample sizes which were

collected. The power analysis was conducted by J. Sloan

(statistician) using Cohen's (1969) method. The probability

of correctly detecting a sma1I difference between the groups

was 7%, a moderate dif ference between the groups v¡as 21%ì

and a large difference between the groups was 51%. As can

be seen the ability to detect differences between the groups

Iras very Iimited and therefore looking for trends and

nuances in the data was crucial.

2
I

I

2

6

(0.08)
( 0.04 )

( 0.04 )
(0.07)'k

(0.12)

Pos i t ive
Response
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7 (0.28)
10 ( 0.40 )

6 (0.22)
11 (0.41)

34 (0.6s)
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4.2 CHARÀCTERISTICS OF THE SAMPLE

The sample was also examined to identify differences in

the demographic characteristics of the participants. The

primary characteristics to be analyzed were â9ê, sex,

religious preference, educational background, employment

status, soc ioeconomic status, and relationship to the

patientr/deceased. AII of the variables except age were

calcurated using frequency tables and then subjected to chi-
sguare analysis.

chi-square anarysis is primarily used on nominal data and

de-termines whether the "frequencies observed in a sample

deviate significantry from some theorized population

f reguency" (ttnapp, 1 985, p. 247') . The sex distribution of
the two groups did not differ significantly. In examining

the data there did appear to be slightry more females in the

contror group and srightry more mares in the experimental
group arthough this difference was not significant (see

'Tab1e 4.4, .

Religious preference vras arso examined to see if there
were any differences between the groups. The chi-square
test reveared that the sampres were the same. As 50% of. the

cells had expected counts less than five, the test may not

have been valid. Investigator analysis revealed no

differences in the frequency distribution. There were equal

numbers of individuars who reported their religious



TABLE 4.4 SEX BY GROUP

SEX GROUP

FREOUENCY
PERCENT
COL PCT

MÀLE

FEMALE

EXP.

TOTÀL

13
25.49
48.1s

14
27.45
51.85

27
52.94

CHI-SQUARE = 2.913

CONTROL

preference as Protestant, Catholic or none in both groups

( see Table 4 .5 ) . Thi s vras an unexpected f inding as st .

Boniface Hospital is a Catholic teaching hospital.

6
11.76
25.00

18
35.29
75.00

24
47 .06
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The educational background of the two groups was not

statistically different. However, as 66% of. the cells had

less than counts of five the analysis may not have been

accurate. The experimental group had more individuals with

trade certificates or diplomas than did the control group.

The experimental group had more individuals who were college

graduates while the control group had more individuals with

some college background. I f the two categories were

combined the distribution between the groups was roughly the

same (see Tab1e 4.6).

TOTAL

DF=1

19
37.25

32
62.75

51
00. 00

P = 0.088



TABLE 4.5 RELIGTON

RELIGION

FREQUENCY
PERCENT
COL PCT

PROTESTANT

BY GROUP

GROUP

CATHOLI C

OTHER

EXP.

17
33.33
62.96

I
1 5.69
29.63

0
0.00
0.00

2
3.92
7.41

27
52.94

NONE

TOlÀL

CONTROL
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CHI-SQUÀRE = 1.185

14
27 .45
s8.33

7
13.73
29.17

1

1 .96
4.17

2
3.92
8.33

24
47 .06

The employment status of the two groups was different.

33% of. the categories had less than five counts so the data

may not be accurate. The control group ( 1 1 ) had a

considerably larger number of home-makers than did the

experimental group Q) (see Table 4.7).

TOTAL

31
60 .78

15
29.41

I

1 .96

4
7 .84

51
1 00.00

The socieo-economic status of the two groups did not

differ significantly. 16% of. the respondents in the study

did not answer the question and 85% of. the cells had less

DF 3 P = 0.757



TÀBLE 4.6 EDUCATION

EDUCATTON

FREOUENCY
PERCENT
COL PCT

LESS THAN GRADE 9

BY GROUP

GROUP

SOME HIGH SCHOOL

HIGH SCHOOL GRÀD

EXP.

TRADES cERT . /ow

1

1 .96
3.70

6
11.76
22.22

5
9.80

18. 52

7
13.73
25.93

3
5. 88

11.11

5
9.80

18.52

27
52.94

CONTROL

SOME UNIVERSITY
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UNIVERSITY GRAD

1

1 .96
4.17

7
13.73
29.17

6
11.76
25.00

2
3.92
8.33

5
9.80

20.83

3
5.88

12. s0

24
47 .06

TOTAL

TOTAL

2
3.92

13
25.49

CHI-SQUARE = 3.782

than five in them making the results questionable. Two

differences appeared the data. The control group had five

more people in the $15,000 to $19t999 group, while the

experimental group had f ive more people in t,he 30'000 to

11
21 .57

9
17.65

I
1 5.69

I
15.69

51
1 00.00

DF=5 P - 0.581



TÀBLE 4.7 EMPLOYMENT STATUS BY GROUP

EMPLOYMENT GROUP

FREQUENCY
PERCENT
COL PCT

EMPLOYED

HOME MAKER

RETIRED

EXP.

TOTAL

21
41.18
77.78

2
3.92
7 .41

4
7 .84

14 .81

27
52.94

CHI-SQUARE = 10.892

CONTROL

39,999 income group (see Table 4.8). This difference may

have had some effect on the resources available to each

161

9
17.65
37.50

11
21 .57
45.83

4
7 .84

16 .67

24
47 .06

9roup.

There did not appear to be any differences in

relationship to the patient/deceased but again 62% of the

cells had less than five count. The control group had more

daughters than did the experimental group which was

consistent with the larger number of home-makers. The

experimental group had more sons than did the control group

(see Tab1e 4.9).

TOTÀL

30
58.82

13
25.49

I
15.69

51
1 00.00

DF=2 P = 0.004



TABLE 4.8 INCOME BY GROUP

INCOME

FREQUENCY
PERCENT
COL PCT

$5,000 To

$10,000 To 14 ,999

9,999

$1 5,000

EXP.

GROUP

$20,000 To 24,999

1

2.33
4.35

I

2.33
4.35

1

2.33
4.35

4
9.30

17 .39

3
6.98

13.04

6
13.95
26.09

7
16 .28
30.43

23
53.49

19,999

$25,000

$30,000

CONTROL
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TO 29,999

1

2.33
s.00

2
4.65

1 0.00

6
13.95
30.00

2
4.65

10.00

3
6.98

15.00

1

2.33
s.00

5
11.63
25.00

20
46.51

$40,000

TO 39,999

TOTÀL

TOlAL

AND

2
4.65

3
6.98

OVER

CHI-SQUARE = 8.307

Àn ANOVA (one-way analYsis

variable age to determine if

7
16.28

6
13.95

6
13.95

7
16 .28

DF 6

12
27 .91

43
1 00.00

P = 0.216

of variance)

there were

was run on the

any signi f icant



TABLE 4.9 RELÀTIONSHIP BY GROUP

RELÀTIONSHIP GROUP

FREOUENCY
PERCENT
COL PCT

HUSBAND

WIFE

DAUGHTER

EXP.

SON

3
s.88

11 .11

7
13.73
25.93

4
7.84

14.81

I
1s.69
29 .63

1

1 .96
3.70

2
3.92
7 .41

0
0.00
0.00

2
3.92
7 .41

27
51 .92

FÀTHER

CONTROL
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SI SÎER

2
3.92
8.33

7
13.73
29 .17

10
19.61
41 .67

3
s.88

12.50

0
0.00
0.00

1

1 .96
4 .17

1

1 .96
4 .17

0
0.00
0.00

24
48.08

BROTHER

TOTÀL

OlHER

5
9.80

14
27.45

14
27.45

11
21 .57

'l

1 .96

TOTAL

CHI-SOUARE = 9.233

3
5.88

1

1.96

2
3.92

51
1 00.00

DF 7 P = 0.236
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differences between the mean scores of the two groups. AII

assumptions of the ANOVA were met. these included: (a)

continuous data should be used for the dependent variable;
(b) the groups should be mutually exclusivei and (c) the

dependent variable should be normally distributed (Munro,

Visintainer & Page, 1986). The groups did not differ

significantly on the variable age. The F value ytas 0.12 and

the p-va1ue was 0.73

In summary, the experimental and control groups were

generally well matched on al-I demographic characteristics.
The one primary difference vras in the employment staÈus of

the two groups. The control Q1 .57%) group had a higher

percentage of homemakers than did the experimental group

(3.92%). This difference may have been indicative of a more

traditional value system where the woman's place vras to care

for the home and family. The traditional value system may

have been beneficial to the adjustment of the woman in

bereavement as she felt she had carried out her role to the

fullest or it may have been to her detriment as she was

unfamiliar with functioning independently in society.

4.3 ANÀLYSTS OF NORMALITY

The data was also subjected to the Shapiro-f^IiIks test of

normality. The determination of normality was necessary in

making the decision of which statistical tests to use. The

Shapiro-wilks test was chosen because "the w statistic



provides a generally superior omnibus measure

normality" (Shapiro, wiIk, & Chen, 1968, p. 1343).

the age of the respondents participating in the study was

normally distributed about the mean with the mean being 52.8

with a standard deviation of 12.2. The oldest individual

participating in the study was seventy-five and the youngest

was twenty-nine. The distribution was slightly skewed to

the Ieft indicating a stightly higher portion of older

participants. ThÊre appeared to be a slightly larger

portion of younger participants in the experimental group.

The age of the patient/deceased l¡as also distributed

normally throughout the sample with a mean of 79.1 and a

standard deviation of 15.0. The oldest patient lras ninety-

seven and the youngest was twenty-eight. It was interesting

to note the mean age of the population. Às the data

indicated, most of the sample had lived out their seven

score and five. Therefore, the death of these individuals

might have been seen as following a "natural" course of

events and might have had some effect on bereavement

adjustment.

The risk status of the population was normally

distributed with the mean being 19.2 and the standard

deviation 5.6. The median and the mean coincided. The

highest risk score vras 31 and the lowest lras 10.

of
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non-
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The variable indicating the time from admission to death

v¡as not normally distributed. The mean number of days was

30.2 with a standard deviation of 26.0 days. The data was

skewed to the right with a median of 20. The findings

indicated Èhat most people died less than thirty days from

admiSsion, which vras a relatively short period for

adjustment. This finding may have had some implications for

social support and the length of the dying trajectory.

The time from admission to the first intervievr was also

not distributed normally. The mean time for the interview

!ùas 114.8 hours from admission with a standard deviation of

82.5 hours. The majority of people vrere interviewed within

seven days of being admitted to the palliative care units.

This was double the time the investigator had intended' and

may have had some implications affecting adjustment to the

sett ing.

Of the two primary measures used in the sÈudy the total

General Health Questionnaire and the Bereavement Experience

Questionnaire were distributed normally on the pretest but

not on the postteSt. The subscales of the scales were not

normally distributed at the pretest except for yearning,

although some of them stere on the post test. Generally the

subscales were skewed to the right indicating a low leve1 of

scale experience. More individuals reported fewer Symptoms

on the scales than many. The cine exception to this was the

social dysfunction subscale on pretest. This scale was



skewed to the left indicating

experience. For a summary of the

TÀBLE 4.10 DISTRIBUTION OF THE

VÀRIÀBLE PRETEST

AGE
AGE OF PÀTIENT
RISK STÀTUS 0.15
ADMISSION TO DEATH
TIME OF FIRST INTERVIEW
GHQ
SOMATIC SYMPTOMS
ANXIETY & INSOMNIÀ
SOCIAL DYSFUNCTTON
SEVERE DEPRESSION

BEQr 0.065
GUILT
ANGER
MEANINGLESSNESS
YEARNING
DEPERSONALI ZÀTION
STIGMA
MORBID FEARS
I SOLÀTION
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a higher level of scale

results see Table 4. 1 0.

NORMAL-_NONNORMÀL

DÀTA

POSTTEST

NORMAL--NONNORMÀL

0.032 | o. osz

4.4 RELIABILITY OF THE I'NSTRUMENTS

Levels of internal consistency reliability Yrere

calculated for the Bereavement Experience Questionnaire, the

General Health Questionnaire and each of the subscales at

the pretest and the first posttest (see Table 4.11).

Reliability of the instruments was checked Èo ensure they

< .01

01 
|01 
|01 |01 | 0.

0. 329

0.011

064

0.044
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were measuring the data consistently, As can be seen from

the table, most of the scales and subscales met the minimum

standard for alpha of 0.70. The exceptions to this vrere the

subscales of social dysfunction, anger, yearning, stigma and

morbid fears at the pretest and stigma, morbid fears and

isolation on the posttest. The stigma subscale behaved very

strangely for this specific population. It was interesting
to note that many individuals commented on how "ridiculous"
many of the questions in this subscale were. Examples of

the questions that brought the most negative responses yrerei

QT17 FeIt blamed by others for the illness/deatht OT19 Felt
ashamed of the way he/she lived/died; OT40 FeIt compelled

to change my residence because of what some people thought

about the itlness/death. Analysis of the questions

illustrated that they might be more acceptable for a death

related to suicide or a socially unacceptable cause such as

acquired immune deficiency syndrome. The sample Demi and

Schroeder (1985) used to calculate the reliability of the

scale did have a few individuals who were bereaved because

of accident, suicide, or homicide which may have helped to

increase the reliability.

The second minor difficulty which arose on the posÈtest

vras that some of the items had zero variance. Questions on

the total GHQ which had zero variance were (a) been thinking
of yourself as a worthless persont (b) thought of the

possibility that you might do away with yourself; and (c,)
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found the idea of taking your ovrn life kept coming. into your

mind. AII of these questions were part of the "severe

depression" subscale. The questions on the BEQT which

showed no variance vtere; (a) relt blamed by others for the

death; (b) relt ashamed of the way he/she died; (c) Thought

that the death was a punishment for things I did in the

past; (d) rett that r have nothing to live for; (e) FeIt

compelled to change my residence because of what some people

thought about the death; and (f) FeIt that r caused the

illness/death. Three of the questions were from the stigma

subscale, two were from the guilt subscale and one was from

the meaninglessness subscale.



TABLE 4.1 1 :
INTERNAL CONSISTENCY RELIABILITY FOR THE

THE GHQ AND THEIR SUBSCALES

SCÀLE STANDÀRDTZED
ITEM ALPHA

PRETEST

cHQ 0.8622

SOMATIC SYMPTOMS 0.8319
ANXIETY 6. INSOMNIA 0.8629
SOCIÀL DYSFUNCTION 0.6603
SEVERE DEPRESSION 0.7730

BEQT 0.9294

GUILT
ANGER
MEANINGLESSNESS
YEÀRNING
DEPERSONALI ZATION
STTGMÀ
MORBID FEARS
I SOLÀTION

BEOT,

4.5 SELECTION EFFECTS

The analytic model

decision tree described

analysis of data from

Miller (1984) stated

data logically, based

rather than choosing a

more significant. For

point likert scaling

174

STANÐARDTZEÐ
ITEM ALPHA

POSTTEST

0.9359

0.861 2
0. 898 1

0.8399
0.8926

0.9275

0.8468
0.8323
0.8s39
0 .7 487
0 .7126
0.3434
0.6615
0.6544

0
0
0
0
0

-0
0
0

8322
697 4
I 595
6181
7 402
0120
6799
7 692

v¡as selected with the heIP of the

by Egger and Miller (1984) for the

pretest-posttest designs. Egger and

that it $¡as important to analyze the

on its statistical characteristics

method that makes the results look

the purpose of analYsis, the four-

of the Bereavement ExPerience

Questionnaire was converted to a percentage system. The

General Health Questionnaire was Ieft in the original

scoring method.
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4.5.1 Effect of the Bereavement Proqram on Bereavement
ExPer i ence

The first step taken in the analysis of the data vtas to

compare the mean Scores of each group on the Bereavement

Experience Questionnaire and each of the subscales. See

Table 4.12 for a summary of the means of each group. The

raw mean scores stere aISo compared tO the adjusted mean

scores as calculated by the analysis of covariance. The

adjusted mean scores took into consideration where each

group started on the pretest. In an attempt to understand

what was happening with each subscale the individual

questions were analyzed for the presence of the themes and

TABLE

GROUP

4. 12

E-HlGH

C-HIGH

E-LOW

C-LOï^7

MEAN SCORES ON

QUESTIONNAIRE

PRETEST

N

I

MEAN

18.718

20.256

1 2 .465

9.077

10

13

10

THE BEREAVEMENT EXPERIENCE
BY GROUP

TIME
POSTTEST

SD

8.870

9.382

N = NUMBER OF RESPONDENTS IN THE GROUP
E = EXPERIMENTÀL
C = CONTROL
HrGH/LOW DESTGNATE RrSK CATEGORTES
( ) ADJUSTED MEAN scoRp oN THE Posrrnsr

N

6

7

11

9

6.872

2.406

MEAN

18 .120
( 1 5.392 )

24.982
( 1 7.351 )

12 .1 68
(15.13s)

9.060
( 13. 187 )

SD

I .567

7 .899

6.858

3.314
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feeling tones.

Comparision of the raw scores indicated that there was a

trend towards stability for the experimental high-risk

group who received the treatment of the bereavement program.

The bereavement experíence of the control high-risk group

intensified six weeks post-bereavement. There was Very

tittle movement in the low-risk groups although the control

group started with a lower level of bereavement experience

than did the experimental group. Analysis of the adjusted

mean scores indicated that the control high-risk group

improved slightly but not as greatly as did the experimental

group. Vühen the scores of the low-risk groups were compared

on the adjusted means, they had shown some intensification

of bereavement experience with the experimental group

reporting more grieving responses. In an attempt to

understand the Subcomponents Of bereavement experience

better, the mean scores of each of the subscales Yras also

compared. For a summary of the results see Tables 4.13 to

4.20 .

The guilt subscale indicated that the high-risk groups

started at higher levels of perceived guilt than did the

low-risk groups (see Table 4.13). It did not appear that

the bereavement program had any particular effect on the

guilt experience of the individual as both the experimental

and control high-risk groups' perception of guilt increased

after the death. When the adjusted mean scores were
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compared, the control high-risk group did slightly better

than the experimental high risk group. The greatest

difference occurred for the low-risk groups who experienced

more guilt after the death. In fact, the control low-risk

group actually experienced more guilt than did the control

high-risk group when adjusted means were calculated.

Analysis of the individual questions revealed that the high

risk-groups experienced guilt as a result of enjoying

themselves and over little non-specific things. All groups

reported some guilt over things they had said or done before

and after the itlness/death. It was interesting to note

that both high-risk groups reported some guiIt over a sense

of not having coped correctly with the illness and death.

Both low-risk groups moved very tittle in their perception

of guitt. The control low-risk group's peçception of guilt

increased while t.he experimental low-risk group's perception

of guilt decreased.

Table 4.14 illustrates that the perception of anger of

the experimental high-risk group had decreased from the

pretest to the posttest whereas in the control high-risk

group anger had actually increased. 'When the adjusted means

were examined, the data indicated that the experimental

group expressed less anger than did the control group. Both

high-risk groups experienced anger that was directed at the

self. The control high-risk group expressed anger directed

at almost every source, the self, friendsr relatives and the



TABLE 4.13 MEAN SCORES FOR THE SUBSCÀLE GUILT BY GROUP

GROUP

E-HIGH

C-HIGH

E-LOW

c-Low

N

PRETEST

I

10

MEAN

11 .029

1 6.078

13

10

TIME

SD

N = NUMBER OF RESPONDENTS IN THE GROUP
E = E)TPERIMENTAL
C = CONTROL
HIGH/rOW DESTGNATE RrSK CATEGORTES
il ADJUSTED MEAN SCORES

7.768

1 3 .420

6. 184

3.333

N

POSTTEST

patient. Anger directed at this many sources may have

ultimately decreased the support available to the

respondent. Three of the primary roles of the bereavement

program h'ere to clariiy "fry certain treatment decisions were

made, to encourage the various family members to discuss

their feelings surrounding the illness and deaÈh, and to

reinforce and , explore the feeLings experienced by the

respondent. These three areas of intervention may have

successfully removed the sources of anger which l¡ere the

seIf, others (especially relatives) and health care workers.

6

5.87 4

2.622

174

MEAN

1 3.399
(11 .248)

1 9.888
( 9.7s4 )

4.100
(7.739')

5.664
(10.s32)

7

11

SD

8.80s

9.832

2.835

s.498o
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Both low-risk groups' anger scores decreased slightly on

the posttest, although the control group decreased by more

than the experimentaL group. When the adjusted mean scores

vrere taken into consideration, the Iow-risk groups

manifested more anger than the initial scores indicated with

the experimental Iow-risk group expressing inore anger than

the control group. À11 groups expressed some degree of

TABLE 4.14

GROUP

MEAN SCORES

PRETEST

E-HIGH

C-HIGH

E-LOW

c-Low

N

I

10

13

10

FOR THE SUBSCÀLE

TIME

MEAN

1 9.056

20 .7 41

11.111

1 0.000

SD

N = NUMBER OF RESPONDENTS IN THE GROUP
S = EXPERIMENTÀL
C = CONTROL
HrGH/LOW DESTGNATE RISK CATEGORTES
( ) ÀDJUSTED MEAN scoREs

1 3.048

12.246

ANGER BY GROUP

POSTTEST

N

anger towards healih care workers.

10.692

9.729

6

MEAN

The subscale of meaninglessness tried to identify the

feelings of foss of interest or relevance of people, objects

15.432
(13.602)

22.751
( 1 6.804 )

10 .77 4
(13.2,87 )

6.173
(8.e84)

7

11

SD

1 1 .090

13 .7 63

13.903

5.2389
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or thl self which were once meaningful to the individual.

As Table 4.15 illustrates, the sense of meaninglessness for

the control high risk individualè increased above the

pretest Scores of the experimental high-risk group. When

the adjusted means were taken into consideration, the

control high-risk group continued to express more signs of

meaninglessness. Genera1Iy, the high-risk respondents of

both groups reported feelings of meaninglessness such as

Ioss of purpose in life, Ioss of interest in activities, and

feeling that there was nothing to live for. The control

high-risk group however reported more feelings of emptiness,

loss of interest in work, and loss of religious faith. Two

primary sources of support, work acquaintances and religious

involvement, may have been lost for these individuals. From

this data it appeared that the bereavement program Yras

effective in decreasing feelings of loss of relevance by

encouraging individuals to maintain involvement in important

activities. The low-risk groups showed basically no change

in the mean scores although both groups worsened slightly by

the posttest. When the adjusted scores were taken into

consideration, the experimental low-risk group expressed

more meaninglessness than did the experimental high-risk

group. The fact that this particular occurrence was present

between the two groups of the same agency may lend support

to the value of the bereavement counselor.



TABLE 4.15 MEAN SCORES FOR
MEÀNINGLESSNESS

GROUP

E_HIGH

C_HIGH

E-LOW

c-Low

N

PRETEST

I

10

13

10

MEAN

THE SUBSCALE
BV GROUP

23.958

20.417

7.692

2.917

TIME

SD

N = NUMBER OF RESPONDENTS IN THE GROUP
E = EXPERIMENTAL
C = CONTROL
HrGH/LOW DESTGNATE RISK CÀTEGORTES
il ADJUSTED MEÀN SCORES

21 .217

1 1 .858

9.749

7 .096

N

POSTTEST

Yearning, which can manifest itself as intense efforts to

recall the deceased person, increased for all groups on the

posttest. Howeverr.as can be seen in Tab]e 4.16, the scores

of the control high-risk group increased the greatest

(16.6%'t. When the scores were adjusted, the control high-

risk group continued to show more signs of yearning than did

the experimental group. As in the anger subscale, the

experimental low-risk group moved above the experimental

high-risk group in the expression of yearning. Although aII

groups manifested signs of yearning, the analysis of the

individualized questions revealed that the control high-risk
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6

MEAN

1 8.750
( 13.068 )

25.000
(18.194)

9.470
( 13.308 )

5. 092
( 9.483 )

7

11

SD

22.477

12.955

8.7s8

5 .4249
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group experienced more extreme manifestationsr SUch as

sensing the patient's presence and hearing the patient. The

control high-risk group reported more preoccupation with

thoughts of the deceased and difficulty in parting with the

patient's belongings. The bereavement program may have been

effective in decreasing yearning as it provided the bereaved

individual with the opportunity of participating in a

relationship review and provided other sources of social

support. The bereavement program also provided

acknowledgement of the normal grieving process, giving

sanction to discuss feelings such as hallucinations.

TABLE 4.16 MEAN SCORES FOR THE SUBSCALE
YEARNING BY GROUP

GROUP

E-HIGH

C-H]GH

E_LOW

c-Low

N

PRETEST

I

10

13

10

MEAN

20.417

20.000

14.615

1 6.000

TIME

SD

N = NUMBER OF RESPONDENTS IN THE GROUP
E = EXPERIMENTAL
C = CONTROL
HT.G\I/LOW DESTGNÀTE RISK CÀTEGORTES
il ADJUSTED MEAN SCORES

1 0.755

6. 086

1 1 .348

7.981

POSTlEST

N

6

MEÀN

22.778
(21 .875)

36.667
(32.253)

19.697
(23.310)

17.407
(17 .027 |

7

11

SD

9

9.526

7 .454

14.941

1 2.558
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Depersonalization represented the sense of shock or

unreality; the sense of not feeling part of the world or

feeling out of control of the situation. The two high-risk
groups started with basically the same mean scores on the

pretest but on the posttest the experimental high-risk
group's score decreased while the control high risk score

increased slightly (see TabIe 4.17r. However, when adjusted

for the pretest differences, the control group did slightly
better than the experimental high-risk group. The

experimental low-risk group manifested more signs of

depersonalization than did any of the groups when the

adjusted means were considered. The control high-risk group

experienced more Èhoughts of losing their mind. This may be

directly related to the states of hallucination which many

of them rÍere experiencing. The bereavement program assisted

individuals by clarifying and interpreting the normal

grieving process thus removing the stress associated with

the feeling that you are losing your mind. The bereavement

counselors often inquired whether or not a respondent was

having hallucinations. Thus the individual was able to
recognize the normality of the situation and talk about what

was happening.

The stigma subscale which looked at the individual's
perception of being discredited or ashamed often resulting
in withdrawal, behaved very differently than the other

scales. The high-risk groups both perceived more stigma on



TABLE

GROUP

4. 17 MEAN SCORES FOR THE SUBSCALE
DEPERSONALIZÀTION BY GROUP

E-HIGH

C-HIGH

E_LOW

c-Low

N

PRETEST

I

MEAN

10

27.500

27 .333

14.872

8.667

13

TIME

SD

N = NUMBER OF RESPONDENTS IN THE GROUP
E = EXPERIMENTAL
C = CONTROL
HIGH/LOW DESIGNATE RISK CATEGORIES
il ADJUSTED MEÀN SCORES

10

16.110

1 5. s40

N

POSTTEST

the posttest than on the pretesÈ ( see Table 4. 1 I ) . The

direction of the movement of the groups was also supported

by the adjusted means. The question which seemed to

differentiate the high from low risk groups dealt with the

respondent's perception that the patient q,ontributed to

his/her own illness and subsequent death. More high-risk

persons believed the patient had in some way contributed to

his/her oy¡n death. In most cases the patient had smoked and

was now dying of lung cancer. Generally, most questions

were responded to in a negative fashion. The one question

which brought up the general scale score was "FeIt I
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9 .871

8.917

6

MEAN

23.333
(18.71s)

28.571
(1s.621)

16 .364
(20.640)

5.926
( 1 3.8s1 )

7

11

SD

23.758

11 .362

14 .716

10.7739
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have/had a good relationship with the patient". Most people

responded to this question very positively. The

experimental high-risk group consistently responded to the

question positively which may have accounted for the

sIight.ly higher scores. One aspect the investigator found

totally missing from the scale vras the perception of stigma

attached to taking on a new role. (For example, the role of

a single widowed person in an otherwise couple oriented

society. ) As the reliability of the stigma scale was very

poor in this population, the results need to be interpreted

carefully.

TÀBLE 4.

GROUP

18 MEAN SCORES FOR
STIGMÀ BY GROUP

E-HIGH

C*HIGH

E_LOW

c-Low

N

PRETEST

I

10

MEÀN

THE SUBSCALE

1 8.750

16.111

1 8.803

1 3.889

13

10

TIME

SD

N = NUMBER OF RESPONDENTS IN THE GROUP
E = EXPERIMENTAL
C = CONTROL
HrGH/LOW DESTGNATE RrSK CATEGORTES
O ADJUSTED MEAN SCORES

9.361

12.409

6.627

8.917

N

POSTTEST

6

MEÀN

22.222
( 20.091 )

1 9.048
(18.711)

18. 182
(17.e77)

1 4 .198
(16.252)

7

11

SD

3.514

1 1 .940

6 .616

8.38s9
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The morbid fears subscale dealt with the thoughts or.

preoccupation with thoughts of death. Às can be seen in

Table 4.19, alI of the respondents exhibited more thoughts

of death when the patient was in the terminal stage, which

was to be expected. All of the groups' mean Scores except

the control high-risk group dropped substantially at six

weeks post death. This may be related to the fact that the

control high-risk group had an increased yearning level and

morbid thoughts may have been viewed as a Yray of uniting

with the deceased person. When the adjusted mean scores

were considered, the controÌ high-risk groupt s score also

decreased although it remained at a level higher than the

other groups. The bereavement program may have been

beneficial in this area as it provided the opportunity to

review the circumstances of the death, âllowing the person

to release the thoughts.

The isolation subscale measured the degree to which

individuals felt shut off from involvement with others. As

Table 4.20 illustrates, isolation is greater in the high-

risk groups than in the low-risk groups. The sense of

isolation also increased for the high-risk groups at six

weeks bereavement as compared to the slight decrease in

intensity for the experimental low-risk group and the

relative stability of the control low-risk group. When the

adjusted mean scores Ytere compared the experimental high-

risk group manifested more isolation than did the control



TABLE 4.19

GROUP

MEAN SCORES FOR
MORBID FEARS BY

E-HT GH

C-HIGH

E-LOW

c-Low

N

PRETEST

I

MEAN

THE SUBSCALE
GROUP

10

1 8.056

22.778

18 .37 6

12.222

TIME

13

SD

N = NUMBER OF RESPONDENTS IN THE GROUP
E = EXPERIMENTAL
C = CONTROL
HrGH/LOW DESTGNATE RrSK CATEGORTES
( ) ÀDJUSTED MEAN scoREs

10

1 6 .197

17.656

12.706

8.198

N

POSTTEST

group. The control group actually showed a decrease in the

intensity of isolation. The control low-risk group showed

an increase in isolation while the experimental group

decreased very sIightIy. The literature supported the claim

that perception of support was a good indicator of

adjustment in the period of bereavement. Respondents who

felt isolated (Iack of support) aia indeed fall into the

high-risk categories. More of the experimental high-risk

individuals reported feeling emotionally distant from

people.
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6

MEÀN

9.2s9
(e.781)

20 .635
(16.s88)

12 .626
( 13. 148 )

7.407
(e.s6e)

7

11

SD

1 2.505

14.242

10 .271

8.3339



TÀBLE 4.20 MEAN SCORES
ISOLATION BY

GROUP

E-HIGH

C_HIGH

E_LOW

c-Low

N

PRETEST

FOR THE SUBSCÀLE
GROUP

I

MEÀN

10

28.125

30.833

25. 000

1 5.000

13

TIME

SD

N = NUMBER OF RESPONDENTS IN THE GROUP
E = EXPERIMENTAL
C = CONTROL
HIGH/LOV¡ DESIGNÀTE RISK CATEGORIES
O ADJUSTED MEAN scoREs

10

17.782

20.050

1 5.590

12.298

N

POSTTEST

4.5.2 Summarv

From the comparison of the mean and adjusted mean scores

it would appear that the bereavement program decreased the

overall intensity of the grieving response for the

experimental high-risk group as measured on the bereavement

experience questionnaire. This was particularly evident as

the six week bereavement period is often a time when the

grieving experience intensifies. The areas where the

bereavement program seemed particularly effective were in

the areas of anger, meaninglessness, yearning and morbid
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6

MEÀN

31 .944
(28.618)

33.333
(23 .648)/

21 .21?
( 23.550 )

15 .7 41
Q2 .634)

7

11

SD

o

20 .694

1 1 .785

17.624

1 2. 108



185

fears. In analyzing many of the adjusted subscales it could

be seen thaÈ the low-risk groups worsened, especially the

experimental group. It might be concluded that v¡ithout

intervention the groups did not do as weII. From a clinical
perspective what seemed to be happening especially in the

experimental low-risk group was that two individuals should

actually have been classified as high-risk. It ytas

interesting to note that both of these individuals were

rated as low-risk because they had a strong religious faith.

It was felt that the faith and the support networks

available through the faith would assist them in the period

of bereavement. What appeared to have happened was that the

support network vras relatively "cIosed", inhibiting the

expression of grief, resulting in feelings of gui1t, anger

and isolation. These two individuals were bringing up the

scale scores of the entire group.

4.5.2.1 Testing for Statistical Significance

The next step according to Egger and MiIIer (1984), Itas

to check the groups for noncomparability at the pretest by

using one-nay analysis of variance (euova) on the scores of

each dependent variable. As it ltas decided that the

statistical method of analysis of covariance (eNCove) would

be used, the pretest scores vtere not checked for

comparability as the ANCOVA adjusted for any differences

found on the pretest. ANCOVA did this by using the pretest
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Scores aS the cOvariate. À covariate vras def ined aS "a

nonmanipulated, nonexperimental independent variable capable

of predicting Ss' performance on the dependent variable

(waltz & BauseIl, 1981, p. 227). The underlying assumptions

of ANCOVA were as followsl

1. the groups should be mutually exclusive

2. continuous data should be used for the dependent

var iable

3. the dependent variable should be normally distributed

4. the covariate must be measured at the interval level

5. the covariate must be linearly correlated with the

dependent variable ( > or = 0.30)

6. the covariate must be immutable across time

7. the covariate must not be related to the purposes of

the study

8. the covariate must demonstrate homogeneity of

regression across groups (the covariate must be

similarly related to the dependent variable within

each treatment group) (Munroe, Visintainer & Page,

1986; SheIley, 1984i Waltz & BauseLI, 1981 ).

It must be noted that the assumption of a normal

distribution tras violated by some of the scales and

subscales. According to J. Sloan (personal communicaiion,

1987), the ANCOVA model behaves in a "robust" way tolerating

violation well and therefore can still be used. The results

of the bereavement experience questionnaire were 
".lUjected
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to the ANCOVÀ to determine if the bereavement program had

any effect on the bereavement experience of the respondents.

The first measurement undertaken vras to determine if the

mean pretest bereavement experience scores v¡ere a useful

covariate and indeed they were with an F-value of 46.69 and

a p-value of 0.0001. A check was made for covariate

adequacy to determine if the pretest scores (covariate)

correlated with the posttest scores using the Pearson

correlation coefficient. The correlation yras excellent at

0.886 considerably above the minimum standard of 0.30. The

second test which was made was to determine that the

covariate's effect on the dependent variable was uniform

across the groups which is to say that the covariate should

be uncorrelated with the treatment variable (pretest was

uncorrelated with status). There was no correlation found

(R = -0.155, p = 0.389). These two tests supported the

decision that the ANCOVA was the correct statistical
procedure to use.

Then the ANCOVA determined if there were any significant
differences between groups as a result of the bereavement

program. Thirty-three observations v¡ere used to calculate

the ANCOVA. No significant differences vrere found at the

p=.05 level. The reported F-value was 0.84 with a p=0.484.

Because one of the assumptions of the ANCOVA had been

violated it vras decided that nonparametric tests should be

conducted so the results of the various tests could be
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compared (see Table 4. 21). Nonparametric tests required

few assumptions about the population from which the sample

was drawn and provided the investigator with less power to

detect differences between groups as the conclusions were

more general (ttnapp, 1 985; VoI icer , 1 984 ) . The Wi lcoxon

rank sums test and the Kruskal-Wallis test ltere examin'ed for

ef fect. Às can be seen from the results of the

nonparameÈric test the groups did not demonstrate any

statistical differences and the investigator had to conclude

that the bereavement program did not have a statistically

significant effect on the bereavement experience of the

individual at this particular time.

Each of the subscales of the bereavement experience

questionnaire was also subjected to the ÀNCOVA technique.

Thirty-three observations were again used to calculate the

ÀNCOVA. For a summary of the results see Table 4.21. AII

of the established covariates for the subscales Ìrere usefuL

at the alpha = .05 level. À check for covariate adequacy

and uniformity across groups was done (see Table 4.22). ÀI1

scales met the minimum standard of 0.30 for covariate

adequacy. The stigma scale indicated that the covariate

affected the dependent variable differently across groups.

Again it could be identified that the stigma subscale

behaved very strangely in this population. Onty the ÀNCOVA

run on the subscale yearning identified any differences in

the groups. Individual contrasts ytere run to identify where



TABLE 4.21 COMPÀRISON OF STATISTICAL
VARIABLE TOTÀL BEREAVEMENT EXPERIENCE

VARIABLE

BEQT

GUTLT

ÀNGER

MEANINGLESS

YEARNING

DEPERSON

ANCOVÀ
(parametric )

F = 0.84
p = 0.484

F = 1.13
p = 0.352

F = 0.88
p = 0.463

F = 0.73
p = 0.544

F = 3.58
p = 0.026

F = 0.67
p = 0.579

F = 0.31
p = 0.818

F = 0.86
p = 0.471

F = 0.34
p = 0.800

TESTS FOR THE
AND SUBSCÀLES

KRUSKÀL-WALLI S
(non-parametric )

DF =J

STIGMA

MORBID FEARS

I SOLATION

CHISQU = 0.70
p = 0.87.4

CHISQIJ = 4.52
p = 0.211

CHISQU = 0.84
p = 0.840

CHISQU = 0.95
p = 0.814

CHISQIJ = 9.67
p = 0.022

CHISQU = 6.17
P = 0.104

CHISQU = 0.37
p = 0.946

CHISQU = 0.06
p = 0.997

CHISQU = 3.93
p = 0.270
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the differences existed. The control high-risk group was

statistically different from the control low-risk group.

The individual contrasÈs also identified that the difference
between the experimental high-risk group and the control
high-risk group was almost statistically significant
(p=0.054). As, the ability to detect a difference between

these groups yras very smalI, this finding v¡as clinically
.significant.
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To insure the accuracy of the ANCOVÀ results the data vtas

also subjected to nonparametric testing. The results Y¡ere

identical with the subscale yearning being the only scale to

detect differences between the groups (see Table 4.21).

From the data it appeared that the experimental low-risk

group had two individuals who were misclassified. Because

the sample size ¡¡as small Èhese respondents may have greatly

affected the data. To Èry and determine what would have

happened if they had been properly classified, they were

omitted from the analysis. They were not included in the

experimental high-risk group because they had not received

any intervention. When these individuaLs were removed from

the sample, the findings indicated that the experimental

low-risk group behaved more Iike the control low-risk group.

The raw and the adjusted mean scores for this group both

dropped. It however did not change the statistical

significance of the data.



TABLE 4.22
BEREAVEMENT

VARIABLE

BEQT

GUI LT

ANGER

MEANINGLESSNESS

YEÀRNING

DEPERSONALI ZÀTION

STIGMÀ

MORBID FEARS

I SOLATION

CHECK FOR COVÀRIATE ADEOUACY FOR THE
EXPERTENCE QUESTTONNATRE AND SUBSCALES

COVARIÀ18
ADEOUACY

p=
p=
p=
p=

ft=
p=

ft=
p=

ft=
p=

Q=
p=
p=
p=
Q=
p=
ft=
p=

0.886
0.0001

0.885
0.0001

0.708
0.0001

0.599
0.0001

0.676
0.0001

0.751
0.0001

0.531
0.0015

0.638
0.0001

0.741
0. 000 1

HOMOGENEITY
OF REGRESSION
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p=
p=
Q=
p=
fl=
P-

Sl=
p=
p=
p=
Q=
p=

ft=
p=
!l=
p=
Q=
p=

-0. 1 55
0.389

-0. 1 10
0.542

-0.070
0.698

-0.220
0.219

0.111
0. s38

-0.181
0.314

-0.350
0.046

-0.032
0.858

-0.1 83
0.309

4.5.3 Effect of the Bereavemen! Proqram on Health Status

As previously done, the first step taken in the analysis

of the health data v¡as to compare the mean scores of each

group on the General Health Questionnaire and each of the

subscales. The raw means were then compared to the adjusted

mean scores. In an attempt to understand the scale better
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each question was analyzed for content and feeling tone.

See Table 4.2g for a summary of the means of each group.

The scores on the General Health Questionnaire Yrere not

converted to a percentage as calculating the score as 0 to

28 for the total score and 0 to 21 for each of the subscales

made comparison to thi existing literature easier. À score

of five or greater on the Heal-th Questionnaire represented

sufficient concern to warrant further investigation.

The total HeaIth Questionnaire provideed an assessment of

over atI health. As Table 4.23 illustrates, both

experimental groups remained relatively stable from the

pretest to the posttest while the control groups both

improved sIightly. When the adjusted means were analyzed

the experimental high-risk group also improved slightly and

the movement of the other groups emulated the raw scores.

The subscale somatic symptoms recorded the respondent's

perception of physical complaints of health or lack of it.

Both high-risk groups reported sIightIy more physical

complaints at the posttest than on the pretest while both

Iow-risk groups reported fewer physical complaints (see

Table 4.24), When the adjusted means were compared the

scores of t.he high-risk groups dropped slightly with the

experimental group reporting less physical complaints. The

low-risk groups dropped slighÈly in their perception of

somatic symptoms. When the individual questions were

analyzed it could be seen that there were generalized



TABLE 4.23 MEAN SCORES ON THE
QUESTIONNÀIRE

GROUP

E-HIGH

C-HIGH

E_LOW

c-Low

N

PRETEST

I

10

13

10

MEAN

1 1 .250

1 0.900

5.615

3.900

GENERAL HEÀLTH
BY GROUP

TIME

N = NTMBER OF RESPONDENTS IN THE GROUP
E = EXPERIMENTAL
C = CONTROL
HIGH/LOW DESTGNÀTE RISK CATEGORTES
il ADJUSTED MEAN SCORES

SD

5.849

5 .626

3.709

3.784

N

POSTTEST

feelings of ill health for all groups at the pretest. By

the posttest the high-risk groups reported feeling unwe1l

especially with symptoms of general fatigue and headaches.

The control high-risk group especially reported more

headaches and temperature fluctuations which could be

indicative of stress.

As can be seen in Table 4.25, the experimental high-risk

group lras the only group that reported more signs of anxiety

and insomnia on Èhe posttest. This was consistent with the

reported feelings of fatigue expressed in the somatic
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6

MEAN

7

1 0.333
(7.409)

7 .143
(4.77 4)

4.273
ß .622)

0.889
( 3.031 )

11

SD

9

8.262

5.047

6.084

1.616



TABLE 4.24 MEAN SCORES ON THE SUBSCALE SOMATIC
SYMPTOMS BY GROUP

GROUP

E-HIGH

C-HIGH

E-LOW

c-Low

N

PRETEST

I

MEÀN

10

6.750

7.800

4 .462

4.000

13

N = NUMBER OF RESPONDENTS IN THE GROUP
E = EXPERIMENTAL
C = CONTROL
HrGH/LOW DESTGNATE RrSK CATEGORTES
il ADJUSTED MEAN SCORES

SD

TIME

10

4.301

4.541

3. 099

2.981

N

POSTTEST

symptoms subscale. What was very inÈeresting was that the

control high-risk group's perception of anxiety dropped

considerably on the posttest. I t appeared that the

circumstances surrounding the initial period of

hospitalization were an anxious time for these family

members. t{hen the adjusted mean scores were compared, the

experimental high-risk groupr s perception of anxiety also

dropped although remaining considerable above the other

groups. On the adjusted scores the experimental low-risk
group showed more signs of anxiety than did the control

high-risk group. The subscale of anxiety and insomnia was
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6

MEAN

7

6.833
( 6.0s1 )

8.286
(7 .222)

3.636
(4.108)

2.889
(3.662)

11

SD

9

4 .446

5.122

3.264

1.764
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used to look at the individuals's perception of mental

health. AIl of the adjusted scores were greater than five

indicating the degree of stress felt by aIl of the

respondents. ÀtI groups of respondents manifested some

anxiety on the pretest especially in areas such as felt

constantly under strain, the presence of sleep disturbances

and feeling that everything was getting on top of you. On

the posttest the experimental high-risk group expressed more

of these similar feelings. One area where the experimental

high-risk group consistently reported feelings was in the

area of feeling nervous and uptight.

TABLE 4.25 MEÀN SCORES ON THE SUBSCÀLE ÀNXIETY
ÀNÐ INSOMNIA BY GROUP

GROUP

E-HIGH

C-HIGH

E-LOW

c-Low

,N
PRETEST

I

MEÀN

10

1 1 .875

13. 100

7.538

6.000

13

N = NUMBER OF RESPONDENTS IN THE GROUP
E = EXPERIMENTAL
C = CONTROL
H'[.GH/LOVI DESTGNATE RrSK CÀTEGORTES
() ADJUSTED MEAN SCORES

TIME

SD

10

3.796

3.348

3.755

4.472

N

POSTTEST

6

MEAN

7

1 2.000
(10.417)

8.571
(6.392)

6. 000
( 7.060 )

4.000
(s.3e2)

11

SD

9

6.481

1 .397

4.817

1 .658
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The social dysfunction subscale measured the degree of

disruption of the socialization experience for the

iàaividual. As can be seen in Table 4.26, all of the groups

except the experimental high-risk experienced less social

dysfunction on the posttest than on the pretest. This

movement was also consistent with the adjusted means. ÀII

of the groups manifested a marked degree of social

dysfunction as can be seen by the fact that all of the

scores vrere above five. In the individual questions, people

felt that it took longer to carry out their normal tasks and

vrere less satisfied with how they did their job. The

experimental high-risk group .reported considerably Iess

enjoyment in day to day activities on the posttest.

As can be Seen in Table 4.27, none of the respondents

experienced what would be termed "severe depression" at the

pre or posttest as all of the scores were under five. The

scale particularly looked at "hopelessness" and "suicidal

ideation". From a clinical perspective many of the

respondents in t,he high-risk categories appeared depressed

to the investigator. The high-risk groups had a tendency to

perceive themselves as "worthless" people which may give

some indication of personality characteristics which may

ultimatety affect coping style. The high-risk groups vtere

also more like1y to report that life was "hopeless" and not

worth living. When the adjusted means were compared, the

experimental high-risk group did slightty better than the



TÀBLE 4.26 MEAN SCORES ON TFIE SUBSCALE
SOCIAL DYSFUNCTION BY GROUP

GROUP

E-HIGH

C-HIGH

E-LOW

c-Low

N

PRETEST

I

MEÀN

10

8.250

9.200

8.000

8.300

TIME

13

N = NUMBER OF RESPONDENTS IN THE GROUP
E = EXPERIMENTÀL
C = CONTROL
HrGH/LOI^I DESTGNATE RrSK CATEGORTES
() ADJUSTED MEAN SCORES

SD

10

3.059

2.936

1 .633

1 .567

N

POSTTEST

control group. The experimental low-risk group experienced

more depression than any of the groups.
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6

MEÀN

7

9 .667
(9 .67 4\

8.714
( 8.553 )

7.700
(7.797)

6. 5s6
(6.569)

11

SD

9

3.141

1.890

3.343

1 .333



TABLE 4.27 MEAN SCORES ON THE SUBSCALE
SEVERE DEPRESSION BY GROUP

GROUP

E-HIGH

C-HIGH

E-LOW

c-Low

N

PRETEST

I

10

13

10

MEAN

4.250

3.500

N = NUMBER OF RESPONDENTS IN THE GROUP
E = EXPERIMENTAL
C = CONTROL
HrGH/LOW DESTGNATE RrSK CATEGORIES
() ADJUSTED MEAN SCORES

TIME

SD

0.538

0.900

4.590

0.972

0.776

1.287

N

POSTTEST

4.5.4 Summarv

From the analysis of the mean and adjusted scores it did

not appear that overall the bereavement program had any

ef f ect on the heatth status of. the individual. Í.lhen the

subscales l¡ere analyzed it appeared as if the program may

have had some effect on the reporting of somatic symptoms

and the presence of severe depression.
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6

MEAN

7

2.833
(1 .172)

2 .714
(1.s06)

0.800
( 2.000 )

0.222
(0.e41)

11

SD

9

4.665

1.704

1.619

0.441
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4.5.4.1 Tests for Statistical Significance

The scores of the General Health Questionnaire and the

subscales lrere again subjected to analysis of covariance.

Thirty-three responses were used in the analysis except in

the anxiety and social dysfunction subscales where thirty-
two responses were used. The covariate yras useful except

for the subscale social dysfunction (F= 1.49, p=0.234). À

check was done to determine covariate adequacy and

homogeneity of regression (see Table 4.28). The social

dysfunction subscale did not meet the minimum requirement of

0.30 and was not a useful covariate. Evidence of this could

also be seen in the fact that the raw mean scores and the

adjusted scores did not vary. The ANCOVA did not identify
any statistically significant differences between any of the

groups.

To insure the ÀNCOVA results were appropriate,

nonparametric testing was again used. They also did not

demonstrate any statistically significant results (see Table

4.29 for a summary). Since the pretest scores of the social

dysfunction subscale were not useful as a covariate, .the
data yras subjected to ANOVÀ. No statistically significant
results vrere ident i f ied.

To detect any differences which were present in the

findings as a result of having missclassified two of the

experimental low -risk respondents, they yrere omitted from
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the analysis of the data. The mean scores of the group

decreased and the group behaved more like the control low-

risk group. No statistically significant differences were

found between the groups on the total General Health

Questionnaire. Some differences were found within the

subscales. The groups differed significantly on the somatic

symptom subscale and when the individual contrasts vrere run

the differences were evident between the control high-risk

group and each of the low-risk groups. The pretest scores

of the subscale social dysfunction became a useful covariate

when these individuals were omitted. The groups also

di f fered signi f icantly with the individual contrasts

revealing a difference between the experimental high and

low-risk groups. As is demonstrated in the data, the

statistically significant results always appeared between

the high and low-risk groups supporting the effectiveness of

the rating system.

As the results did not demonstrate significant

differences between the groups, the investigator had to

conclude that the bereavement program did not have a

statistically significant effect on physical health'

psychological health, oF social functioning. Às the process

of grieving extends over a longer period of time, it may

have been too early to detect the effects of the program.



TABLE 4.28 CHECK FOR COVÀRIÀTE ADEOUACY OF THE GHO
ÀND SUBSCALES

VARIÀBLE

GH9

SOMATIC SYMPTOMS

ÀNXIEÎY & INSOMNTÀ

SOCIAL DYSFUNCTION

SEVERE DEPRESSION

COVARIATE
ADEQUÀCY

ft=
p=
p=
p=
ft=
p=
Q=
p=
R=
p=

a.728
0.000 1

0.702
0.0001

0.649
0.000 1

0.137
0.456

0.845
0.0001

TABLE 4.29 COMPARISON OF THE STÀTISTICÀL TESTS
FOR THE GHQ ÀND SUBSCALES

HOMOGENEI TY
OF REGRESSION
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VÀRIABLE

GHQ (rOt¡r,)

SOMATI C

fi = -0.282
P = 0.112

Q = -0.131
P = 0.467

P = -0.221
P = 0.217

fl = 0.086
p = 0.634

P = -0.1 80
p = 0.317

ANXI ETY

SOCIÀL DYS

DEPRESSION

ÀNCOVA
(parametric )

F = 1.18
p = 0.337

F = 2.56
p = 0.075

F = 2.36
p = 0.092

F = 1.78
p = 0.176

F = 1.02
p = 0.400

KRUSKAL-WALLI S
(non-parametric )

DF=3
CHISQU = 4.70

p = 0.195

CHISQU = 4.80
P = 0.187

CHISQU = 4.92
p = 0.178

CHISQU = 4.69
p = 0.196

CHISQU = 7.15
p = 0.067
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4.6 OUÀLITÀTIVE ANALYSTS

According to Wilson (1985), qualitative analysis "is. the

nonnumerical organization and interpretation of data in

order to discover patterns, themes, forms, and qualities
found in field notes, interview transcripts", etc (p. 397).

The pretest and bereavement interview guides were used to
elicit information on variables which .might effect the

bereavement experience of the individuaL. Because the data

collected was .of a large magnitude, only some of the

variables were explored. Responses received from the

qualitative data were subjected to content analysis from the

perspectives of semantics and feeling tone. The data vras

analyzed by dividing the experimental and control groups

into high and low-risk categories. In cases where the

patient had not died the respondent was omitted from the

analysis as their risk status had not yet been determined.

4.6.1 Prebereavement Variables

The variables chosen for analysis from the pretest

interview consisted of perception of coping ability,
perception of support availabte to the respondent, changes

which have occurred as a result of the illness, and

stressors other than the illness which the respondent vras

currently experienc ing.
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4.6.1.1 Perception of Coping Àbility

The respondents were asked the question: How much

difficulty would you say you are having coping with the

illness? ttre responses to the question feII into three

primary areas: (a) I'm coping wellt (b) I'm coping well with

some type of qualifier to express the concept of weII; and

(c) Irm not coping weII at aII. See Table 4.30.

Two of Lhe experimental and one of the control high risk

subjects reported coping we1I. The two experimental

respondents appeared to have some difficulty expressing

feelings and were highty educated so that expressing a

difficulty with coping may not have been socially

acceptable. The respondent from the control group Yras an

elderly individual who took the illness as a natural course

of events and appeared to be relatively prepared for what

would happen. The one respondent from the control group

qualified that she was coping well now that the patient vlas

admitted to the hospital and. her care-giving

responsibilities vtere relieved. Prior to the patient's

hospitalization the respondent felt she was coping poorly.

Six of the experimental subjects reported that they did not

feel they were coping well with the situation. One

respondent based her assessment on the fact that she ttas

crying a lot and having difficulty making decisions. The

other respondents did not verbalize how they arrived at

their perception of coping. Three of the control subjects
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expressed that they were coping better than they ever

thought they would but they still did not feel they were

doing well. Two respondents based their coping on the fact
that they vrere very tired and cried a Iot. One respondent

attached blame to the health care system for not helping

them to cope with the situation. This was an unusual case

in the sense that the patient and respondent had requested

active euthanasia and did not feel they srere supported in

their decision. When the individual questions of the

bereavement experience questionnaire were examined, both

high-risk groups reported feeling a sense of guilt at having

not coped correctly with the illness.

Five of the respondents from the experimental group and

six of the respondents from the control group (Iow risk)
thought they were coping fairly well with the situation.
The subjects in this category expressed the notion that

"his/her" time had come and seemed to be accepting of the

situation. Some of the responses provided by the

individuals who qualified their coping were "r'm coping with
it fairly well, I'm so busy sometimes I think I'm trying to
avoid it" i "r¡ord that she's in the hospital I f ee1 very

relieved and ready to cope with almost anything". Two of the

control group and five of the experimental low risk subjects

felt that they rrere not coping well. The control group

subjects came to this conclusion because they felt very

tired. The five experimental subjects all talked about
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"what was to come" and the thought of the impending death

seemed to cause enough anxiety to decrease their perception

of their coping ability. The subjects talked about the

"changes" and "Ioneliness" which were to come. This was

perhaps a form of anticipatory grieving.

4.6.1 .2 Summary

From the qualitative data it appeared that respondents in

the high risk categories had a higher perception of coping

poorly than did the low risk subjects. This finding might

be related to the personality characteristics of the

respondents or to the heavy care responsibilities which many

of them v¡ere subjected to during the illness resulting in

fatigue. The finding would suggest thaÈ intervention could

be directed at improving the respondent's coping abilities

or at least improving the perception of coping. If the

individual does not feel able to cope well in a situation

they probably wiII not. Therefore, it nas crucial that

positive reinforcement be provided for good coping skilIs.

4.6.1.3 PercepÈion of Support Network

It nas important to determine which groups of individuals

in the study felt supported and who provided the support.

The work of many authors supported the claim that perception

of support vras an important factor in mitigating the



TABLE 4.30 PERCEPTTON OF COPING

E (hi9h)
N=8

E (Iow)
N=1 3

c (high)
N=9

c (Iow)
N=1 1

COPING
WELL

2
( 0.25 )

q

(0.42)

1

(0.11)

6
(0.s4)

E=EXPERIMENTAL GROUP
C=CONTROL GROUP
*=MISSING RESPONSE

COPING WELL
QUALI FI ED

negative conseguences of bereavement (Clayton et ã1., 1971¡

Heyman a Gianturco, 1973i Maddison, 1967; Parkes, 1975b,

Raphael , 1977 ¡ Vachon et aI. , 1982) . Therefore, if an

individual had a strong social network they may not have had

as great a need for bereavement intervention. The

qualitative analysis in this area vtas done to determine if

high and low risk subjects had the same perception of

supportiveness (see Table 4.31). The support variable Ìtas

divided into three categories on the basis of who provided

the support: the family, friends or the health care system.

The analysis was also used to determine what activities or

actions were deemed "supportive". The respondents generally

did not convey a -total lack of support in any category. The

2
(0.17)

1

(0.11)

3
(0 .27 )

NOT
COPING

6
(0.7s)

5
(0 .42)

7
(0.78)

2
(0.18)
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TABLE 4.31 SUPPORT NETWORK

E_HIGH
N:8

C-FIIGH
N:9

E-f.OW
N:1 3

c-Low
N:1 1

FAMILY

5(o

3
(o

11
(o

10(o

E:EXPERIMENTAL GROIJP
C:CONTROL GROUP
*:RESPONSE MISSING

STRONG
SUPPORT

625,

375)

917 ,

909 )

F'RI ENDS

3(o-37s)
3

( o.333 )

7(o.s83)
I(o-800)

NURSTS

5
(o .714)

4
<o .444,

9(o-750)
9(o.818)

E AMI f.Y

3(o

5(o

1
(o

1(o

SIJPPORT
r.ACKING

375)
*
625)
*
o83 )

o91 )

E'RI INDS

5(o-625)
6

(o .667 >

5ìt(o-417)
2t

( o.200 )

NURSES

2(o

5(o

3(o

2(o

*
2e6,

s56 )

*
250,

1 A2,
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support lacking category expressed the desire of the

respondent for more support than they currently received.'

In the high risk category five of the experimental and

three of the control group members reported feeling

supported by their families. Three of the experimental and

five of the control subjects reported Some degree of support

but also some lack of support. When support was lacking

most of the respondents pointed to the fact that other

family member's needs were so great that they simply did not

have time or energy Èo support anyone else. Other reasons

vfhy support was lacking related to no extended family

members to rely on or lack of help with practical matters.

Support vras provided in one of tlro vlays, either emotional or

practical Support. Emotional support occurred in the form

of Iistening or talking to the respondent and practical

support was identified as helping with the patient's care,

taking over some of the household responsibifities or giving

the respondent a ride to ttre hospital.

ÀImost all of the low-risk respondents in both groups

reported strong support from their families. In both cases

where there was some degree of support lacking it vtas

because there was no family for support or the family lived

out of the city and could not be of practical help. It was

difficult to get the low-risk respondents to identify why

their families were supportive to them. The family appeared

to serve a global function for what ever need might arise.



The low-risk respondents were

illness had brought the family

Friends una r"n,raintances of the respondent may also be a

source of support in difficult times. As can be seen in

Table 4.31, the high-risk groups reported some degree of

support lackini in their friendship circles. Two

respondents stated that they did not use their friends for

support in family matters. Three respondents reported a

desire to be with friends but did not have enough time to do

this as all of their time was spent at the hospital. Two

respondents did not have any close friends they could turn

to. One individual commented that friends ca1led so often

and at inappropriate times that he/she was unable to get any

rest. When friends were supportive to the respondents, it
h'as either because they were able to share similar
experiences or because they shared a religious faith.

The low-risk families generally had many friends to turn

to for support. Four of the respondents did not feel it vras

appropriate to share "private" family matters with friends.

Two respondents would have liked to have been in contact

with friends but they simply did not have time and one

individual simpty did not find any of her friends helpful.
When friends were used as a source of support they h'ere

occasionally used to share experiences and make inquiries
about the patient. Generally friends were used by the low-

risk respondents as a means of "getting away from it al}".
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more likely to say that the

closer together.
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Friends s¡ere used to attend activities and hobbies with and

to do things that brought "happiness" and didn't remind the

individual of the illness. The low-risk group appeared to

be able to take themselves away from the illness situation

whereas the control group seemed to be encompassed by it.

Health care workers could also be seen as a source of

support. AlI of the groups except the control high-risk

group found the health care workers to be generally

supportive. Support or the lack of it was manifest in one

of three areas: (a) the role performed by the health care

worker t (b) ttre general health care systemi and (c ) the

facilities (see Tab1e 4.32 for a summary of the results).

The primary roles performed by health care workers which

were deemed supportive vlere understanding, compassionate

care and information delivery. Lack of support in this area

was identified by the respondents as not being involved in

the care and decision-making process. One individual

commented "I was told the family would be involved in

decision-making and that doesn't seem to be happening. By

the time you get here you shouldn't have to try so hard to

get what you need". The choice of the word "need"

dramatically indicated the lack of understanding on the part

of the health care system.

The facilities of the institution were seen as supportive

if they provided a "home-Iike" atmosphere and were seen as

unsupportive if they lacked "basics" such as humidifiers,



TABLE 4.32 DTSCRIPTION OE THE
HEALTH CARE SYSTEM

PERFORMÀNCE
OE' ROLE

E ACI LI TI ES

--I'JNDERSTANDTNG
COMPASSIONÀTT CART

SUPPORTI\/E

-_PROVI SION OF'
I NE OFIIVÍÀTION

SUPPORTI\/ENESS OE THE

HEALTH
CARE SYSTEM

-_OPPORTUNITYSHARE CONCTRNS
FEELINGS

-_PROVISION OF HOME-
LIKE ATMOSPHERE

LACK OF' SUPPORT

TO
ÀND

--LACK OE INVOL\/EMENT
OE EAMIIY IN CARE AND
DECI SION-MÀKING
_-LITTLE TIME SPEND IN
SHARING CONCERNS AND
FEELINGS

-_LÀCK OF' TIME SPENT
TITH THE PATIENT

_-PROVISION OE. OPEN
VISITING HOURS AND
WEEKEND PASSES

__LACK OE' EOUIPMENT
SUCH AS HUMIDIF'IERS AND
AIR MATTRESSES
_-EEW PRI\/ATE ROOMS

-_LIMITED E'ACILITIES
F'OR THE FAMILY TO M.AKE
COE E'EE ETC.
_-LÀCK OE CHOICE IN
CÀ'RE INSTITUTTON

-_ÐI F'F'ICIJLTY Â'CCESSING
CARE

21 1
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air mattresses, and private rooms. The health care system

nas deemed supportive when it provided mechanisms such as

open-visiting hours and weekend passes. It was seen as

unsupportive if the patient was not given a choice as to

which institution to go to or when it v¡as difficult to be

admitted to palliative care.

4.6.1 .4 Summary

From the above discussion it appeared that high-risk
respondents Lacked sources of support while the low-risk
groups could more directly access support and it was

available in varied forms. It was also interesting to note

that while the low-risk groups found the greatest amount of

support in their families the high-risk groups found the

greatest amount of support in the health care workers. This

finding supports Vachon's (1976) claim that when the patient

dies not only does the bereaved individual lose a family

member or significant other, but they also lose a primary

source of support creating a multiple grief experience. As

the health care worker is the primary source of support for
the high-risk individual, it makes sense to continue the

relationship after the death.
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4.6.1.5 Changes in the Respondent's Life as a result of
the I 1lness

The respondents were also asked to talk about the changes

that had occurred in their Iives since the patient's
iIIness. This question lras asked to help determine what

type of effect the bereavement program had on the social

functioning of the individual. Generally it sras very

difficult to ellicit specific changes in people's lives.
There was either no perception of change or life had changed

so drastically that they could hardly remember what it v¡as

like before. Four individuaLs in the control high-risk
group reported no particular changes while five individuals
reported that there were major changes in their life. The

people who reported change stated that their whole life yras

disrupted as their entire focus $ras the illness. As a

group, they felt they had to take on more responsibilities,
they didn't go out as much or see other people. One

respondent summed up the feelings of all of them when she

said "its just not as happy when we are together". Two of

the experimental high-risk group reported no major changes

in their lives while,six respondents stated that their life
yras totally disrupted. There appeared to be a lot of

despair in the voices of people who answered the question

and a sense that they felt totally out of control.
Financial difficulties and child care responsibilities were

mentioned as tasks Èhat they never had to do alone before

which was requiring considerable adjustment. Ànother major
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change mentioned by individuals where the spouse was dying

vras that they couLd no Ìonger do things as a couple.

The control low-risk group also reported changes in their

lives as a result of the illness. But generally the changes

were minor such as disruption of routine due to spending

time at the hospital. Seven of the control group reported

no changes while four individuals reported minor changes.

It $ras interesting to note that all of the experimental low-

risk respondents reported changes in their Iives as a result

of the illness. The changes at times were rather

encompassing such as "I just feel lost novt", "just not as

happy as I used to be". Other individuals were able to
point to specific disruptions such as changes in social

Iife, added responsibilities, and loss of a companion. The

disruption apparent in the experimental low-risk groups'

life was consistent with the higher leve1s of disruption in

social functioning they reported on the General Health

Questionnaire.

4.6.1.6 Current Stressors Experienced by the Respondent

In an attempt to determine if factors other than the

illness were creating disruption for the respondents they

were asked the question, "Are there any other aspects of

your Iife that are currently stressful for you?". The

control low-risk group reported .45 stressors per person.

Most of the stressors were time limited such as being off
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h'ork h'ith an in jured hand or minor health troubles. The

control high-risk group reported 1.44 stressors per person.

The stressors generally represented long term difficulties
such as a recent divorce, long term financial instability,
serious health problems (multiple sclerosis), other care

responsibilities and previous deaths in a short period. The

coping abilities of the high-risk group individuals appeared

to be severely taxed.

The experimental high-risk group reported 1.13 stressors

per person and were of similar magnitude to the control
high-risk group. What yras particularly interesting vlas that

the experimental low-risk group reported 1.16 stressors per

person a fraction higher than the high-risk group. Most of

the stressors reported by the low-risk group were time

limited such as feeling the stress of working in a

department store during the Christmas rush and having to

find someone to look after the children while the respondent

visits at the hospital. What v¡as important however was that

these individuals felt stressed by the situations they were

currently in and perhaps would have benefited from some type

of intervention.

4.6.2 Bereavement Variables

The variables chosen for analysis from

interview guide consisted of perce¡ltion of

the death, support network, changes as

the bereavement

preparation for

a result of
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bereavement and stressors currently experienced which were

unrelated to a death in the family.

4.6.2.1 Perception of Preparation for the Death

Às the literature supported the notion that preparation

for the death may be an important factor in determining

adjustment in the period of bereavement, the respondents

were asked the question of how prepared they felt when the

death actually happened. As can be seen from Table 4.33,

there vras a fairly even mix of individuals who felt prepared

and those who did not. The individuals in the high-risk
groups who reported feeling unprepared for the death

appeared to be unaccepting of the fact that it would ever

happen. The people in the low-risk groups who were

unprepared knew the death was going to happen, they just

felt it had come more suddenly than they had expected. One

experimental low-risk respondent commented that she felt

that being on a paltiative care unit was helpful as it gave

her a chance to adjust to the people who were dying around

her in an environment in which the nurses explained what was

happening.

4.6.2.2 Perception of Support Network

Àfter the death occurred the respondents were again asked

the question where they received their support and in what

form was it provided. As Table 4.34 indicates, both high-



TÀBLE 4.33 PREPARÀTION FOR THE DEATH

GROUP

E_HIGH
N=6

C_HIGH
N=7

E-LOW
N=1 1

c-Low
N=10

UNPREPARED

E=EXPERIMENTAL
C=CONTROL
N=NUMBER OF RESPONDENTS

3
(0.s0)

4
( 0.57 )

6
( 0.55 )

4
( 0.40 )

risk groups found minimal support within their family

systems. Family members vrere generally found to be

nonsupportive when they did not allow the respondents to

talk about the circumstances surrounding the death or

lnís/lner feelings. The death of the family member $¡as

classified as a "closed subject". The low-risk respondents

found family to be very supportive around the time of the

death and in the subsequent period of bereavement. Support

was provided in the form of open communication where they

were able to share their feelings with one another.

PREPARED

J
(0.s0)

3
( 0.43 )

5
(0.4s)

6
(0.60)
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For

provide

used as

a means

the high-risk groups the ability of

support had increased. Friends vrere

a confidant to share experiences with

of diversion to take the respondent's

friends to

not usually

but rather as

mind off the



TÀBI.E 4.34

E-HIGH
N:6

C-HIGH
N:7

E-LOW
N:1 1

c-Low
N:1 O

SUPPORT NETWORK

E AII{I LV

2
(o

3(o

9(o

I(o

E:EXPERIMENTAL
C:CONTROL
N:NIJMBER OF RESPONDENTS

330 )

42Al

818)

800 )

STRONG
SUPPORT

F'RI ENDS

3(o

6(o

6(o

I(o

500 )

a57,

545)

800 )

NURSES

5(o

5(o

a(o

I(o

833 )

714)

727 )

800 )

FAMILY

4(o.667,
4(o.s71)
2(o-182)
2

( o.200 )

SUPPORT
LACKING

FRI ENDS

3
(o

1(o

5(o

2(o

500 )

143'

454)

200 )

NURSES

1(o.167)
2(o-286)
3(o.273)
2(o.200)
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current circumstances. Friends were uSed aS a Source Ot

companionship to go out to dinner or other social

gatherings. The control low-risk group also used friends as

a source of support. The experimental low-risk group did

not find friends particularly helpful. This seemed to be

because many respondents in this group were busy with other

things and did not have time to stay in contact with their

friends. Many friends had been lost during the course of

the illness creating feelings of isolation.

ÀtI groups reported that health care workers were

supportive during the final stage of the dying process. The

control high-risk individuals perceived health care workers

as more helpful during the terminal stage of the dying

process than when first admitted to the unit. Three of the

five individuals in the conúrol high-risk group who found

the health care workers supportive, commented that they

would have found it helpful to talk to these individuals

after the death. The nurse had been instrumental in

providing information and was a person the respondent could

talk to. These persons had many questions concerning the

circumstances surrounding the death that remained

unanswered. AII members of the experimental high-risk group

who found the health care workers supportive commented on

the contact they had with them after the death. The

respondents commented that they were able to discuss what

had happened when the person died and how they felt about



the situation. Having contact

also conveyed the message that

4 .6 .2 .3 Summary

After the death, the low-risk groups continued to find

support from many sources. The control high-risk group

perceived more support from the different sources than they

did before the death, relying primarily on friends and the

health care workers at the time of the death. The primary

source for the experimental high-risk group remained the

health care worker. This group of respondents was able to

identify the manner in which the bereavement counselor

provided them with support.
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with the palliative care unit

someone cared

4.6.2.4 Perception of Changes in Respondents Life after
Bereavement

Of the six high-risk experimental subjects, five

commented that there were major changes in their lives after

the death. What was particularly evident vtas the sense of

loneliness and despair which accompanied the description of

the changes. Respondents talked about not having anyone to

share ideas with, the loss of a friend, increased

responsibility in the form of decision-making and physical

activities such as yard work. One respondent summed it up

when she said "you realize its going to be like this for the

rest of your 1ife". ÀI1 of the control high-risk
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individuals reported major changes in their lives. The

themes and the feeling tone of the discussion was identical

to the experimental high-risk group.

The low-risk groups also reported major changes in their

lives as a result of the death. What distinguished the low-

risk groups from the high-risk groups was the sense of

feeling tone. The low-risk group vras sad about many of the

changes but was not in a state of utter despair. They also

had insight into some of their feelings and could find ways

to remedy the situation. For example' one lady commented

that she felt a funny sort of loneliness that she attributed

to missing the sense of positive regard that her mother gave

her for helping her. So when she felt lone1y, she would go

and visit someone in the block she could help which boosted

her sense of self. The low-risk groups also seemed to have

a sense of symbolism about them. One lady told a story

about a plant she and her mothér had saved after her father

died. The plant had not bloomed since his death which had

been ten years previously. The day after the mother died

the daughter walked into the living room and saw that the

plant had two blooms close together on one side and one

bloom on the opposite side. The respondent interpreted this

to mean that her mother t{as with her father and was happy

but because a single bloom was left on the plant it conveyed

that her parents had not forgotten about her. Nine of the

,eleven experimental Iow-risk individuals reported changes in



their lives and nine

reported changes.

4.6.2.5 stressors currently Experienced by the Respondent

The respondents were again asked if there !ùere any other
stressors in their lives. Most of the stressors reported by

the high-risk groups were the same ones which existed before

the death, indicating the long-term nature of the problerns.

The row-risk group reported new stressors which wourd be

time limited such as caring for the grandchirdren whire the

respondent's daughter had another baby. The experimental

high-risk group reported 1.33 stressors per person, the

control high-risk group reported 1.71 stressors per person,

the experimenÈa1 low-risk group reported .s4 stressors per

person and the contror Iow-risk group reported .70 stressors
per person. It could again be seen that the low-risk groups

reported fewer stressors than did the high-risk groups.

4.6.2.6 Description of the Treatment

Às it was difficurt to standardize the treatment each

individual would get due to the variabirity in need and

vorunteer styre, a record was kept to describe exactry what

the vorunteers did. The sociaL worker forrowed four
individuals, the vorunteers followed three and one

individual v¡as unabre to be reached. All contact except two

home visits was made over the terephone. 1.25 contacts per

of the

222

ten conÈrol group subjects
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person h'ere made during the six-week period after the death.

The most common strategy used was discussion. Aspects

covered in the discussion were as follows:

1. exploration of feelings

2. clarification of the circumstances surrounding the

death

3. reinforcement of positive coping behaviors

4. development of open communication within the family
(primarily accomplished through the use of role

model ing )

5. use of problem-solving techniques

6. provision of resources such as books and tapes

The first three strategies were used most frequently and

consistently by the volunteers. The teaching of

communication and problem-solving techniques was primarily

done by the social worker. Às can be seen, there was not a

great deal of variability within the treatment perhaps

because of the training sessions in which each volunteer

part ic ipated.

4.6.3 Summary

The daLum from this quasi-experiment were analyzed using

descriptive sÈatistics to understand the sample. Both

parametric and nonparametric tests were used to determine

the effect ot the bereavement program on each of the
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DISCUSSION AND IMPLICATIONS

It is the belief of the investigator that. this thesis

expanded nursing research by examining a bereavement

intervention and had the potential to change the care

provided to bereaved individuals and families. The findings

must be discussed in light of the limitations of the study

and threats to validity. The findings must also be

discussed in a time limited framework. Grieving is a long

process and the results indicated only the beginning of that

process. Theref ore, it yras not expedient to predict the

effectiveness of the bereavement program on the basis of one

foIlow-up measurement. The final chapter wiIl discuss the

threats to validity, the findings, aPPlication to the

theoretical framework, implications for the bereavement

program, and plans for future research.

5.1 THREÀTS TO VÀLTDITY

As discussed in Chapter 3, there are certain threats to

validity in any study where random assignment is not used.

Statistical conclusion vatidity was threatened by a smaII

sample size and random irrelevancies in the experimental

settings. Individuals in either setting had expectations as

?25



226

to what the institution would be like which probably

affected their adjustment into the setting. As could be

seen from the qualitative data, the treatment was

implernented relatively consistently across individuals.

There may have been some differences based on the timing of

caIls which could be attributed to the needs of the

respective respondents.

Internal validity was primarily threatened by

uncontrollable circumstances which occurred between the pre

and posttest. Information vras collected on stressors other

than the illness/death which were operating. The attrition

in the study was 12% whích did not represent a severe threat

in comparison to other studies of bereavement.

Construct vatidity was threatened by the interaction

between testing and treatment. Most individuals reported

that participating in the study was helpful as it allowed

them to express their feelings. Testing across time

provided them with another source of support. External

validity was threatened by the fact that intact groups nere

used making generalizations to ,other populations difficult.



5.2 prscussroN

ÀIthough many of the results of the study were not

statistically significant they did have clinical rerevance.

One of the threats to validity as outlined by Cook and

Campbell (1979) was a small sample size. As has been

previously stated, the investigator had very littIe power to
detect a difference between the groups. There was only a

51% chance of detecting a rarge difference. Therefore, the

chance of making a Type rr error which is conctuding there
is no effect when there actually is, was very great.

One of the most obvious.findings of the study vras the

rerative accuracy of the risk-rating system. There yras

clearly a difference between the high and low-risk groups

not only in quantitative measures but also in quaritative
reporting. The difference between groups was crearly more

evident when the two missclassified individuals lrere omitted
from the experimental low-risk group. Both individuars y¡ere

misscrassified for the same reason. rt was the berief of
the interdisciprinary team that the rerigious beliefs and

support network inherent in rerigious activities wourd

support these individuals. rn these thro cases that was not

evident.

OF THE FINDINGS
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Six-weeks after the death has generally been viewed as

one of Èhe most difficult Èimes for bereaved individuals as

many of the familiar supports ¡vithdraw. Àny improvement in
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the grieving response at six-weeks for individuals who

participated in the pr.ogram is then clinicaJ-ly significant.

5.2.1 Effect of the Bereavement Proqram on the Grievinq
Response

Àt six-weeks post*death the bereavement program appeared

to have the greatest effect on the high-risk group in

decreasing the intensity of the grieving response. This

conc lus ion ltas der ived f rom the data of t.he bereavement

experience questionnaire. The program had the greatest

effect on the experiences of anger ' meaninglessness,

yearning, and morbid fears.

5 .2 .1 .1 Anger

The bereavement experience questionnaire measured anger

that was directed at many sources: the self, family, friends

and health-care workers. Both high-risk groups directed

anger at the self, although the control high-risk group

directed more anger at the self as well as the other

sources. The bereavement program which began before the

death of the patient was crucial in reducing the anger of

the respondent. Time was spent enhancing communication

between famity members thus encouraging the expression of

positive feelings and the identification of problem

situations that t,he individual might have otherwise kept

inside. Dealing with problems as Èhey o""utred had the



potential to decrease angry feelings,

members to spend qual.ity time together.

The bereavement volunteer continued to encourage open

comnunication between the respondent and the family or

friends after the death. The qualitative data indicated

that after the death the experimental high-risk group used

friends more than family as a source of support. The

greatest support for the high-risk group vras the health care

worker. At six-weeks post death lne/slne may be the one who

demonstrated the greatest understanding of the situation.

In a time of isolation, when familiar supports have been

withdrawn, this source of support was acceptable. Ideally

the bereavement volunteer would want the respondent to find

other sources of support thus decreasing the need for the

pr09ram.

The involvement of the family as a member in the decision

-making team also decreased the anger directed at others in

the period of bereavement as they were involved in what waF

happening to the patient. Instead of decreasing control in

the family unit by making all of the decisions for them,

control of the situation was enhanced. One of the prinary

roles of the bereavement volunteer was to explore the

respondent's feelings. Once feelings of anger were

identified, the volunteer and the respondent were able to

utilize problem-solving mechanisms to decrease these

feelings. Some of the strategies that were utilized were to
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encourage the respondent to phone the physician when he/she

had questions about the care or the manner in which the

patient diedr or to call family members or friends to

discuss their behavior patterns. Discussion and problem

solving techniques appeared to have been successful in

decreasing the sources of anger.

5 .2 .1 .2 Mean inglessness

Feelings of meaninglessness vrere identified when the

respondents had lost interest in people or things that had

once been meaningful to them. Both high-risk groups

reported feeling a loss of purpose in life and a loss of

interest in activities. The control group reported more

general emptiness and loss of interest in work and religious
activities. The bereavement program may have been useful in

decreasing feelings of meaninglessness because it directly
conveyed the message "I care about you", "you're worth

whi1e". Àctivities of the bereavement volunteer consisted

of encouraging the respondent to stay involved with

activities and social acquaintances, and provided

reinforcement for positive roles performed by lhe

respondent. The volunteer discussed with the respondent

aspects in his/her Iife that they were directly
contributing, to thus removing some of the source of lack of

purpose.
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5.2.1.3 Yearning

Àrl groups of respondents experienced greater
manifestations of yearning after the death, which was to be

expected. The control high-risk group had many more

manifestations of intense yearning such as harlucinations
and preoccupation with thoughts of the deceased. The ÀNcovA

nearry detected st.atistically significant resurts between

the high-risk groups (p.=0.054). As the sample size
decreased the power to detect the difference this finding
was importanÈ. The bereavement volunteer participated in a

rerationship review with the respondent which may have been

a positive Ìray to rerease some Èhoughts about the deceased.

The bereavement volunteer was also a source of companionship

to the respondent thus providing a source of emotionar

support. Having contact with individuars who vrere grounded

in rearity assisted the respondent in dearing with what was

happening today. occasionalry the bereavement vorunteers

and the respondents attended social gatherings together thus

creating a diversion from the bereavement experience. one

of the rores of the volunteer was also to interpret the

normar grieving experience for Èhe individual. once the

respondent knew that what they were experiencing was normar,

they didn't feer as anxious about having it present.

rnstead of feering as if they were rosing their mind, they

relaxed knowing that other people experience the same

Èhings.
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5.2.1 .4 Morbid Fears

The control high-risk group also showed considerably more

signs of morbid fears in the form of preoccupation with

death. This finding may be directly related to the

intensity of the yearning reaction. Because the control

high-risk group had such an intense longing for the deceased

person, morbid thoughts may be viewed as a vray of uniting

with the deceased. The bereavement program may have been

effective in decreasing these thoughts as it allowed the

individual to review the circumstances of the death and then

to move on to other things.

5.2.2 Effect of the Bereavement Prosram on the Health of
the Individual

The bereavement program appeared to have had very littte

effect on the health status of the respondent. There was

Iittte difference in the scores of the experimental and

control groups on each of the subscales. The experimental

group did manifest more signs of poor health than did the

control group. One finding that was a littIe disturbing lras

the fact that the experimental'high-risk group experienced

more anxiety and insomnia than did the control group. The

experimental group reported more sleep disturbances and

feelings of nervousness than did the control group and

slightly Iess manifestations of depression. Perhaps this

was indicat.ive of life-Iong disturbances or differences in
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health initially. Another explanation for the anxiety and

lack of sleep experienced by the experimental group may have

been the depth of grief work they were currently engaging

in. The scores on the Bereavement Experience Questionnaire

indicated that these individuals were making some progress

in their grief work. Kallenberg (1987 ) stated that

individuals who opened themselves up for grief vrork would

ultimately learn and grow from it, but the process was not

easy as it required a great deal of strength and emotional

fortitude. Therefore, the anxiety experienced by the

experimental high-risk group might be a sign of "storking"

through a difficult time.

5.2.3 Other Findinqs

Neither the Bereavement Experience Questionnaire nor the

General HeaIth Questionnaire had been used before the death

to try and determine if anticipatory grieving was present.

It was the investigator's belief that the General Health

Questionnaire identified manifestations of stress and

fatigue which may have been unrelated to the grieving

response and therefore Yrere a good meaSure of social

functioning but not conclusively of anticipatory 9rievin9.

The Bereavement Experience guestionnaire captured the

components of the grief response, especially areas such aS

yearning, meaninglessness, depersonalization, and morbid

fears. AIl of the raw mean scores except for the control
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high-risk group decreased after the death of the patient.

This was to say that the intensity of the grieving response

decreased. When the adjusted mean Scores vtere taken into

consideration all of the groups' scores decreased at six-

weeks after the death. Therefore, it could be concluded

that responses associated with grieving were present before

the death occurred and in slightly greater intensity. When

the individual questions of the Bereavement Experience

Questionnaire vtere analyzed it appeared that before the

death the respondent grieved more for the patient who was

suffering end experiencing changes in roles and status.

Àfter the death the respondent appeared to grieve more for

him/herself and lhe loss which he/she Yras individually

experiencing. This is perhaps justification for the concept

of anticipatory grieving.

5.3 IMPLICATIONS OF THE FTNDINGS FOR
PROGRÀM

Before any major changes should be made in Èhe

bereavement program, the six-month follow-up interview

should be done with Lhe respondents to determine what long-

term effects the program is having. The first clear

recommendation from the study vras that minimal follow-up

needs io be provided to low-risk individuals. Às the data

clearly indicated, low-risk individuals generally had

adequate .support networks to provide them with assistance.

They also perceived themselves as better copers and seemed

to have problem-solving mechanisms at their disposal.

THE BEREÀVEMENT



235

. The second recommendation nas that a more formal

mechanism be built into the system for identifying

individuals at risk later in the period of bereavement.

This could be implemented within the program's functioning

by making the scheduled telephone cal1s before the

bereavement evening. Staff and yolunteers need to be

educated about what to look for if a person is having a

diff icult time in bereavement. It Yras unlikely that these

individuals would attend the bereavement evening. If the

volunteer identified some problems then follow-up could be

started. The difficulty with this plan was that an

individual in trouble would only be identi f ied after

approximately six-months. It would be more effective to

make one phone caII at about one-month to individuals who

there was border line concern for to determine how they were

funct ion ing .

The third recommendation was that the program continue

with the use of volunteer visitors with access to the unit

social worker when necessary. Evidence of the excellent

work done by the volunteers was identified in the

qualitative data. The use of volunteer workers supported

the philosophy that grieving is a normal process and was

also cost containing.

The finat recommendation was that the bereavement program

be continued. The greatest impact occurred with the

following strategies. It is important that.anyone involved



with the bereavement program

comfortable using the techniques.

1. Involvement of the family in decision-making and care

provided to the patient.

2. Encouraging open communication

3. Interpretation of the normal grieving experience

4. Encouraging the developrnent of problem-solving skills

5. Conducting a relationship review

6. Assisting the respondent in establishing a social

networ k

7. Providing positive regard

be

5.4 ÀPPLICÀTION OF THE FINÐINGS TO THE CONCEPTUÀL
FRÀMEWORK

The conceptual framework used to guide the research was

crisis theory which yras derived from systems theory. The

major component in systems theory is an organism which is

composed of mutually dependent parts, standing in mutual

interaction. The respondents in the study were in

interaction with family, friends, the health care system and

nís/ner own internal being. What appeared to happen was

that high-risk individuals had fewer persons available to

them to interact with and generally had a less satisfying or

supportive interaction when it did occur. This situation

appeared to arise because all of the family members vtere

overcome with grief and simply did not have the strength to

knowledgeable
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reach out to others. What caused a situation to be

interpreted as a crisis was .the meaning of the event for the

individual, the social context in which it occurred and the

social resources and coping mechanisms available to deal

with the situation.

Kallenberg (1987 ) believed that the "view of life" the

person held affected the interpretation and resolution of

the crisis state. Jeffner (1973, 1982) in Kallenberg (1987)

described view of Iife a.s "those theoretical and evaluative

assumptions that make up or are of vital importance for

forming an overall view of man and the world" (p. 21. Àn

integrated view of Iif e y¡as one in v¡hich there was agreement

between the conscious and unconscious levels of a psychic

structure. A person with an integrated view of life would

have a basic attitude of trust, enabling them to have a

certain degree of acceptance in a time of grief. The sense

of acceptance would allow them to move on to social

readjustment and reorientation. Individuals with an

integrated view of life would demonstrate more flexible

adaption and more existentialistic interpretations when

conf ronted with trauma (¡tallenbêr9, 1987) .

The death of a family member had the potential of

creating a crisis situation as equitlibrium was upset,

requiring role redefinition. For aII groups of respondents

the crisis state did not appear to begin at the time of the

death but rather in the terminal state of the illness. This



238

vras evidenced by the fact that both the grieving response

and the disruption in general health Yrere present before the

death. Crisis in bereavement aS a result of a terminal

illness lras composed of cumulative stress that started

before the death. The presence of cumulative Stress

indicated that the coping reserves were being taxed and may

have resulted in their depletion.

The interpretation of the stressful situation appeared to

be different for high and low-risk subjects. High-risk

subjects generally reported total disruption in their lives

as a result of the illness/deat,h whereas low-risk subjects

reported relatively minor t Eime-Iimited changes. The

feeling tone of the high-risk respondents reflected the

total disruption as despair and lack of control vrere noted.

Kallenberg (1987 ) refered to this as "boundless grief".

According to Cap1an ( 1 961 ) , coping, encompassed the

components of adaptation which was environmental

manipulation and adjustment which was intra-psychic

manipulation. The low-risk individuals Yrere able to adapt

and adjust to the situation more easily as it appeared they

had a larger repertoire of coping mechanisms. Therefore,

established or familiar patterns could be used to cope with

the situation. For example, the low-risk respondent who

felt lonely was able to think of a solution to t.ís/lner

state. The qualitative data supported the notion that low-

risk individuals had more confidence in their own coping
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abilities. Confidence created the security and trust that

the situation wouLd be resolved. Low-risk individuals also

approached the situation from an existential viewpoint

looking for meaning in what had happened. For example, the

respondent who was able to find a connection with his/her

parents in the blooms of a plant, found peace and security.

The sense of stability provided the individual with a nelr

homeostasis through the process of negentropy. Kallenberg

(1987) would have classified these individuals as having an

integrated view of life. Because the low-risk subjects had

confidence in their olrn abilities and had a well developed

support network, they had litt1e need for the bereavement

program

High-risk subjects lacked confidence in Èheir coping

abilities and had few established or familiar patterns of

problem-solving to rely on during a crisis state. Às their

familiar coping patterns failed they experienced more

anxiety. What was needed for the resolution of the crisis

state was for these individuals to develop new or

institutive patterns of coping through ttre process of

morphogensis. Because they lacked confidence in their

coping abilities they lrere unable to do this. The

bereavement program intervened in the situation to break the

crisis process by helping individuats understand the meaning

of the loss for them (adjustment-intrapsychic manipulation),

hetping them to develop new coping patterns or providing
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reinforcement for effective patterns, and reopening the

worrd through social support (adaptation-environmental

manipulation). According to Karlenberg's (1987 ) theory,
these individuars might be seen as disintegrated and the
primary purpose of the bereavement program nas to help the

individuals to establish trust in their world. Intervention
then vras able to bring about a new lever of werrness or

equirribrium by stimutating growth or negentropy in the

individuar. I,tithout intervention the individuar might move

to further disruption and entropy.

5.5 IMPLICATIONS OF THE FINDINGS FOR. FURTHER RESEARCH

The first step to be taken $ras to comprete the finar
measurements of the study at six-months and one year after
the death. This provided information to answer the research
question "I.lhat rong*term ef f ect does the bereavement program

have on the adjustment of the individual?".

As the study was intended onry as a pirot project the

urtimate direction of the research would be to make a few

methodological changes and to conduct t,he study again with a

larger sampre. Às it rÍas very difficult to contror for
random irrelevancies in the institutional settings, it wourd

be desirable to conduct a random experiment within the st.
Boniface General Hospital. This wourd imply that treatment
(bereavement forlow-up) woutd be $¡ithhetd from a group of
subjects. The effectiveness of the bereavement counseror as
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opposed to the card and the evening would then be able to be

delineated. The two primary variables which need to be

added into the study were religious involvement and

participation in decision-making. These tYro areas appeared

to have a primary effect on adjustment to bereavement but

inadequate data had been collected to determine their

effect.

Another direction the research could take was in the

development of an assessment tool to predict.who would have

difficulty in the period of bereavement. The scale devised

by Parkes and Weiss (1983) was a starting point but further

testing was required as some missclassifications $¡ere made.

The study supported the claim that only a small percentage

of individuals do not cope weII in the period of

bereavement. Therefore, it vras crucial that an effective

screening tool be developed for the wise use and allocation

of resources.

Research also needs to be conducted to determine the

adjustment of individuals bereaved from different sources.

For example, the stigma scale identified very little

disruption in this population but might have been a crucial

element in the adjustment of individuals bereaved as a

result of a socially stigmatized disease such as acquired

immune deficiency syndrome (efOS). As ÀIDS is becoming more

prevalent in society, it is important to understand . the

grieving process for the survivors and know how to help.
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The final research direction to come out of the thesis

process had basically nothing to do with the actual study

but rather with the process of the investigator. The

transition from the role of clinician to researcher vras

fraught with stress and anxiety. It would be helpful to

understand the process so that teaching strategies could be

evolved to assist the student in making the transition.

5.6 CONCLUSTON

The results of this quasi-experiment did not demonstrate

a statistically significant difference between individuals

who participated'in a bereavement program and those who did

not. However, the results must be interpreted in Light of

the threats to validity. The major threat to validity was a

sma1l sample size which implied the investigator had only a

51% chance of detecting a large difference between the

groups. The differences found between the groups $¡ere

however, clinically significant. Àt six-weeks post death

the bereavement program appeared to decrease the intensity
of the grieving response especially in the areas of anger,

meaninglessness, yearning, and morbid fears. As the

bereavement process continued long after six-weeks, it vras

too early to determine the long-term effects of the

bereavement program. Concrete recommendations for the

bereavement program would have to wait until the final
follow-up measurements had been made.
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WRITTEN EXPLANÀTION
OF THE STUDY--SBGH

You are invited to participate in a study designed toevaruate the effectiveñess ol the couns"iting- on thepalriative care unit for families with a serious ilrness.The information obtained from this study may ue-treiptur inimproving the care for famiries 
"iitt u serious irrness.Your assistance will be greatly appreciated.

_ _ The- stydy is being_conducted by Tracy Hildebrandt, RN,BN, who is a Master of Nursing stùdent át the university ãiManitoba. participation iñ the study wirl -- 
invôrvecompleting 4 5 questionnaires and answering someinterview_quesrions. ir . wirr rake approxim;rãit-¿Ë ro 6ominutes of- your time. Tþ. srudy extãiras ¡oi--ã'yãã, af rercare of the patient has been cómpleted on th; pãiriativecare unit. The- study involvãs meeting -ri[h 

TracyHildebrandt now, when your famiry tn.mu"r has been admittedt-o the palriative care unit and also 6-g weeks afiãr-care ofthe patient h.? been completed and 6 and 12 ,nonih= rater.Each of these four sessions will take between 45 and 60minutes of your time. rf your family member is on the wardafter þçing admitted for one month, the investiõ.tð, wouldagain like to meet with you.

_ f?rticipation will not affect the care of the patient or
f amily 

_ 
on the parriative care unit in any vray. Àrthoughthere wí1r be no immediate benefits to tn. þ"i[i"ip.nt", thestudy may produce information that wirl 'trelp i*þiô". thecare of families with seriously i1I members in the fùture.

. Ih" questionnaires wirl ask information about yourbackground such as your â9€, educational Uackãióùna andreligious preferences. rne second guestionñaiie asksquestions about h_ow you perceive your prryjicãi-h;;l|h. Thethird and fourrh. queslionnaireê deai 'witñ- h;;--you aremanaging daily activities and your social life. rñe fifthquest ionnai re 
. 
wi rt a-sk y9u about the spec i f ic ãÀpeciä ot thecare you receive. The short intervielr consists äi-questionsabout how the illness has af fected your famiivl vã,rË-"o,rrcesof .personal support and other cirãumstances 'i'n yãur rifewhich are currentry stressful. you may find ;o,n; of thequestions distressing as they address sensitive matterssurrounding the illness. rl is perfectly a"""ftable torespond only to the questions you fèeI comiortabie with orto discontinue the interview at-any time. rn the case youbecome distressed by the questionã, the in".silõ.Io, wirr

?sk ygu if you wish tõ interrúpt or discon[inue theinterview or may interrupt or discäntinue i¿ on--t.. own.The investigator wirl þrovide you with "rppoit if thequestions are distressing. .The iivestigator "i.ir write downyour responses to the guestions.
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There are no right or wrong ansv¡ers to the questions.
Remember it is the patliative care service which is being
evaluated and not you.

Your name will not appear on any of the questionnaires or
interview forms. Your confidentiality will be maintained by
using a coding system which consists of your initials and
the day, month and year of your birth. The investigator
requests that you record all this information every time you
complete a questionnaire. The questionnaires, interview
forms, and consent forms will be locked in a filing cabinet
accessible only to the investigator. The investigator, her
thesis committee, statistician, and the author of one of the
scales will have access to the responses. The data wiII be
destroyed following the completion of the study.

You may decide not to participaÈe in the study which is
perfectly acceptable. You do not have to answer all of the
questions, only those you feel comfortable with. You may
withdraw from the study at any time vrithout it affecting the
care you or the patient receive from the palliative care
unit.

The results of the study wiII be based on group data and
not individual responses, so that your specific response to
a question will not be identified. The study results may be
published in a journal article. À summary of the results of
the study wiIl be provided to those requesting it.

If you have any questions which you would like answered
before making a decision Èo participate, these will be
provided for you now. If you have questions later, you may
reach Tracy Hildebrandt at

Thank-you for taking the time to read this explanation.
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WRITTEN EXPLANÀTION
OF THE STUDY--PEH

You are invited to participate in a study designed to
evaluate the effectiveness of the counselling on thepalliative care unit for famiLies with a serious illness.
The information obtained from this study may be helpful in
improving the care for families with a serious illness.
Your assistance will be greatly appreciated.

The study is being conducted by Tracy Hildebrandt, RN,
BN, who is a Master of Nursing student at the University of
Manitoba.

Participation in the study wiII involve completing 4 or 5
questionnaires and answering some interview questions. It
will take approximately 45 to 60 minutes of your time. The
study extends for a year after care of the patient has been
completed on the palliative care unit. The study involves
meeting with Tracy Hildebrandt noÌr, when your family member
has been admitted to the palliative care unit and also 6-8
weeks after care of the patient has been completed and 6 and
12 months later. Each of these four sessions will take
between 45 and 60 minutes of your time.

Participation will not affect the care of the patient or
family on the palliative care unit in any way. Although
there will be no immediate benefits to the participants, the
study may produce information that will help improve the
care of families with seriously i11 members in the future.

The questionnaires will ask information about your
background such as your ê9ê, educational background and
religious preferences. The second questionnaire asks
questions about how you perceive your physical health. The
third and fourth questionnaires deal with how you are
managing daily activities and your social Iife. The short
interview consists of questions about how the illness has
affected your family, your sources of personal support and
other circumstances in your life which are currently
stressful. You may find some of the questions distressing
as they address sensitive matters surrounding the illness.
It is perfectly acceptable to respond only to the questions
you feel comfortable with or to discontinue the interview at
any time. In the case you become distressed by the
questions, the investigator will ask you if you wish to
interrupt or discontinue the interview or she may interrupt
or discontinue it on her otrn. the investigator will provide
you with support if the questions are distressing. The
investigator will write down your responses to the
quest ions.
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There are .no right or wrong answers to the questions.
Remember it is the palriative care service which' i" beingevaluated and not you.

Your name will not appear on any of the guestionnaires orinterview f orms. your óónf identíaiiry will 'È-ili;f;i;ãã b;using a coding system which consistã of yo,ri inlilars anathe day, month and year o! yogr birÈh. The investigaiðirequests that you record arr this information every timé youcomplete a _ questionnaire. The questionnaires, 'interlrie*n
forms, and consent forms will be iocked in a fiíing ;ã¡irãiaccessibre only to the investigator. The invesiigãtor, herthesis committee, statistician, and the author of õne of thescares wirr have access to the responses. The data wirr bedestroyed following the completion of the study.

You may decide- _not to participate in the study which isperfectly acceptable. you do nol have to answer alr of thequestions, onl¡ those you feer comfortable with. you naywithdraw from the study at any-time without it affectinõ iñácare you or the patient receive from the palliative careunit.
The resurts of the study wirr be based on group data andnot individual_responses, sg lhat your specifí¿ iã=pàn"" toa question witl not be identified. The siudy resultã may bepubrished in a journar article. À summary o? the reiults ofthe study will be provided to those requeêting it.
f you have any questions which you would rike answeredbefore making a decision to partiãipate, these wilt beprovided for lou now. rf you ira.r. q"ã"iión" i;;;;,"you *.yreach Tracy Hildebrandt at

Thank-you for taking the time to read this expranation.
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This consent form

to participate in a study which evaluates the
of the counselling on the palliative care unit
with a serious illness. I have been told that
being conducted by Tracy Hildebrandt, who is
Nursing student at the University of Manitoba.

r have received written and verbar expranation of the
study and understand that as a participant r am asked to
complete four or five questionnaires at various intervars.
I will then participate in a short interview with Tracy
Hildebrandt. I understand that some of the questions may bédistressing as they address sensitive issues surrounding- theirlness. r arso understand that r may answer only thequestions r feel comfortabre with and mày discontinue theinterview at any time. r understand that in the case that r
become distressed by the questions, the investigator wilr
ask me if r wish to interrupt or discontinue the interview
or that she may interrupt or discontinue the interview
herserf. I understand that the investigator wirl provide mewith support if the questions are distressing foi m€. I
have had the opportunity to ask questions and have received
s?lisfactory answers. I know I am able to ask Tracy
Hirdebrandt further questions at any time and that she cañ
be contacted at 256-9240.

r understand that my decísion to participate in the study
is volunt?ry and that I have the option to withdraw myparticipation at any time, without it affecting my care or
the care of the patient in any yray.

My signature indicates that I am informed and that I
agree to participate as a volunteer respondent. I have
received a copy of this form and a writtén explanation of
the study to keep. I understand that I may receive a copy
of the results of this study upon request.

Date:

CONSENT FORM

is to certify that I
(print ful1 name), agree

ef fec t iveness
for families
the study is
a Masters of

Date:

Signature of Participant

Signature of In'vestigator
Tracy Hildebrandt
Telephone:
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PIease print your
a copy of the results

Name:

Address:

name and
of this

address if you wish to receive
study.
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CONSENT FORM

This consent form is to certify that I

:::"'.["'] Tiiå; ;fli:;
evaluates the effectiveness of the counselling on the
palliative care unit for farnilies with a serious illness. I
have been told that the study is being conducted by Tracy
Hildebrandt, who is a Masters of Nursing student at the
University of Manitoba.

I have received written and verbal explanation of the
study and understand that as a participant I am asked to
complete four or five questionnaires at various intervals.
I will then participate in a short interview with Tracy
Hildebrandt. I understand that some of the questions may be
distressing as they address sensitive issues surrounding the
illness. I also understand that I 'may ansvrer only the
questions I feel comfortable with and may discontinue the
interview at any time. I understand that in the case that I
become distressed by the questions, the investigator will
ask me if I wish to interrupt or discontinue the interview
or that she may interrupt or discontinue the interview
herself. I understand that the investigator wilI provide me
with support if the questions are distressing for me. I
have had the opporÈunity to ask questions and have received
satisfactory ansyrers. I know I am able to ask Tracy
Hildebrandt further questions at any time and that she can
be contacted at 256-9240.

I undersÈand that my decision to participate in the study
is voluntary and that I have the option to withdraw my
participation at any time I vtithout it affecting my care or
the care of the patient in any sray.

My signature indicates that I am informed and Èhat I
agree to participate as a volunteer respondent. I have
received a copy of this form and a written explanation of
the study to keep. I understand that I may receive a copy
of the results of this study upon request.

Date:

Date:

Signature of Participant

Signature of Inyestigator
Tracy Hi ldebranclt
Telephone:
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tnitials:
Date of Birth:

INSTRUCTIONS:
truthfully as

1. AGE:

Demographic I nf ormat ion

day month year

Demographic Inf ormat ion

Please ansvrer the following questions as
poss ible .

3. RELIGIOUS PREFERENCE (check one)

Date

Protestant

CathoI ic

Jewi sh

Other (specify

None

4. EDUCATION: Check the highest year of education
completed

2. SEX: male
female

less than grade nine

some high school

high school graduate

trades certificate or diploma

some university or college

university or college graduate

STÀTUS (check one)

employed outside the home

unemployed

home maker

5. EMPLOYMENT
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6. TNCOME:
the approximaÈe

Check the one response that comes closest toannual income of your family.
under $5,000

$5,000 to fi9 ,999

$10,000 to fi14,999

$1 5,000 to $19 ,999

$20,000 to $24,999

$25,000 to 929 ,999

$30,000 to $39,999

$40,000 and over

7. What is your relationship to the patient? (husband,
wi fe, daughter, son etc. )
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Initials:
Date of Birth:

Physical Health Questionnaire

INSTRUCTIONS: The following questions
physical health. Please anslrer them as
possible.

1. How would you rate your overall health
time? (circle the appropiiat,e response)

excellent good fair

PHYSICAL HEÀLTH QUESTIONNAIRE

2. Do you have

Date

If y€s, is this something

When did the problem start and has it been worse in the
last month?

any

yes

spec i f ic

3. Do you have any of
(check those that you

arthritis

relate to your
truthfully as

at the present

poor

health problems?

recent ?

ki.dney disease
diabetes

no

high Ufood pressure
uIèers or slomach pÐ
I{hen was you last check-up with the doctor?4.

the following
are currently

illnesses at this time?
experiencing)
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5. How much do your health troublesyour doing the things you want to
appropriate response)

not at all a little

6. How would you rate
appropriate response?

excellent good

Has there been a change in
month?

If yês, has your appetite

7.

stand in the nay of
do? (circle the

a great deal

your appetite?

fair

yes

Is alcohol

If y€s, how much would you

a part

yes

your appetite in your past

Would-you say your consumption has increased in the past
month?

of your diet?

increased or decreased?

(circle the

poor

no

If yês, by how much?

8. Have you noÈiced a change
mont.h?

yes

consume in one week?

no

I f yes r how much have you lost

yes

no

in your weight in the past

no

or gained?
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9. Do you have trouble
appropriate response)

never rarely

Do you take any medication to help you sleep?

1 0. Are you currenÈIy

yes

If yêsr what kind?

sleeping at night?

somet imes

How long have you been taking it?

11. Are
medicat i ons?

taking any prescribed medication?

(circle the

of ten

If y€s, what kind?

you currently

no

How long have you been taking them?

yes

12. Are there any other concerns about your hearth which you
would like to share?

taking any

no

ove r-the-c ounter
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GENERALHEALTH
QUESTIONNAIRE
Please read this carefully:

We should like to know if you have had any medical complaints, and how your health has been in
general, over the past few weeks. Please answer ALL the questions on the following pages simply
by underlining the answer which you think most nearly applies to you. Remember that we want to
know about present and recent complaints, not those that you had in the past.

It is imporlant that you try to answer ALL the questions.

Thank you very much for your co.operation.

HAVE YOU RECENTLY

A1 - beenfeelingperlectlywellandln
good health?

A2 - beenfeelinginneedof some
mediclnetopickyou up?

A3 - beenfeelingrundownandoul
ot sorts?

A4 - feltthatyouarelll?

A5 - beengettinganypainsinyour
head?

A6 - beengettingafeellngoft¡ghtness
or pressure ln your head?

A7 - be€nhavlngholorcoldspells?

GHO-28
( North Ame rican Ve rsion )

Better
lhan usual

Nol
atall

Nol
at all

Not
atall

Nol
atall

Not
atall

Not
atall

81 - lostmuchsleepoverworry?

82 - haddlfficultylnstaylngasteep?

83 - teltconstentlyunderstrain?

Same
as usual

Nomore
than usual

Nomore
than usual

Nomore
than usual

No more
than usual

Nomore
than usual

No more
than usual

Worse
lhan usual

Rathermore
than usual

Rathermore
than usual

Rathermore
than usual

Rathermore
lhan usual

Rathermore
than usual

Rathermore
than usual

84- been gettlng edgy and
bed-tomper€d?

been gettlng scared orpan¡ckyfor
no good reason?

fomd everylfilng getüry on top of
yor¡?

beenfeellng nervous and uptlght
allthetlme?

85-

Much worse
than usual

Much more
than usual

Much more
than usual

Much more
than usual

Much more
than usual

Much more
lhan usual

Much more
than usual

86-

87-

Not
atall

Not
al all

Not
atall

Nol
atall

Not
atall

Not
atall

Not
atell

No more
than usual

No more
than usual

No more
than usual

Nomore
lhan usual

Nomore
than usual

Nomore
than usual

Nomore
than usual

Rather more Much more
thanusual thanusual

Ralhermore Muchmore
thanusual thanusual

Ralhermore Much more
thanusual thanusual

Hathermore Much more
thanusual thanusual

Rather more Much more
thanusual thanusual

Ralhermore Muchmore
thanusual thanusual

Rathermore Muchmore
thanusual thanusual

PLEASETURNOVER
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HAVE YOU RECENTLY

C1 - b€enmensglngtokeepyourrclt
buey and occupled?

C2 - bænteklnglongeroverlhelhlngr
youdo?

C3 - leltonthewholeyouweredolng
thlngswell?

C4 - bænssf|sl|,edwtthth€tvayyou'w
canled oul your task?

C5 - feltthatyouareplaylngausefulpart
Inthlngs?

C6 - feltcapableofmaklngdecl¡lons
aboutthlngs?

C7 - beenabletoen¡oyyournormal
day-today actlvltles?

Moreso
than usual

Quicker
than usual

Better
than usual

More
satisfied

More so
lhan usual

More so
than usual

More so
than usual

D1 - beenthlnklngolyourselfaea
worthless porson?

D2 - tellthatllfeleentlrelyhopeless?

D3 - feltthatllfelsn'tworthllvlng?

D4 - thoughlottheposslbll¡tythatyou
mlght do away wlth yourself?

D5 - foundatllmesyou couldn'tdo
enythlng becauas your nenrea wgñg
too bad?

D6 - foundyourselfwlshlngyouwero
dead and awayfrom ltall?

D7 - foundthattheldeaoftaklngyour
own llfe kept comlng Into your mlnd?

Same
aaugual

Sarne
as usual

About
lhesame

Aboutsame
as usual

Same
asusual

Same
as usual

Same
as usual

Ratherless
lhanusual

Longer
than usual

Lesswell
than usual

Less salisfied
than usual

Less useful
than usual

Less so
than usual

Less so
than usual

Mudtless
than ueual

Muc-h longer
than usuel

Much
lesswell

Much less
salisfed

Much less
useful

Muci less
capable

Muchless
than usual

Not
atall

Not
atall

Not
atall

Definitely
not

Not
atall

Not
atall

Definitely
not

Nomore
than usual

Nomore
than usual

Nomore
than usual

ldon't
think so

Nomore
than usual

Nomore
than usual

ldoî'l
th¡nkso

Rathermore
lhan usual

Rathermore
than usual

Rathermore
than usual

Has crossed
mymind

Rathermore
than usual

Rathermore
lhan usual

has cross€d
mymind

Much more
than usual

Muctmore
than usual

Mucimore
than usual

Definiteþ
have

Muchmore
than usual

Much more
than usual

Definitely
has

O D. Goldb€rg & Tlp lnslitute of Psycfrhùy, 1S1

This nork may rrct bo r€podr¡c€d by any mears,
even wihin lhe terms of a PhAocopyiæ Lirnce,
witunÎhe witten permisrion of the rublish€r.

R.ùl¡sh€d by The NFER-NEUSOÌ¡ tuUishirg Conrparry LË.,
Danille l{ous€, 2 Odord Road East, Wndsor, B€rts. SL4 f DF, England.

First pr.ütshetl 1978
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I Your fnitialss
Date:
Bi rthdate

on the left side of the page are thoughts and feelings that bereaved people
sometimes have. Rerd the itqr on the left, then in the right column circle
ho(' often you lrave experienced this thought or feeling in the past month(4 weeksl. including today.

day montn Year
BEREÀVEI{ENT EXPERIEûICE OUESTTONNÀI RE

Denri, e f98a

Thoughts anC
Past Honth (4

1. Felt angry at friends
2. Felt è.hat life has ao neaniog.
3. Found myself searchiag for the person sho died.
4. Thought I sas thc dcceased person.
5. Felt guilty vheo I eojoyed nyself.
6. FeIt I had a poor rcla:ionship sith the

deceased person-

7- Felt feârful that so.nething else bad nright happen.
8. Lost interest !n pecp!,e that I fornerly carcd

about,.

9. Thought that I coatributed to the death.
10. Yearned for the deceased person.
11. Lost ¡ry religious faith-
12. Felt fearftrf ttra: I alght die.
13. Lost interest in ny vork.
14. Thought I sas losing a1 nind.
15. Felt a need for physicai intimacy.
16. Lost interest in activities that I fornerly cared

. abdut.

L7. Felt blamed by others for the death.
18. Felt fearful th.t ..EtÈar of ay lovcd ooe¡

might die.
19. Felt asharned of the uay he./she died.
20. FeIt like a part of me easr,is dead.
2L. FeIr t¡tat he/she contributed to his/her osn deatir.
22. Feìt like I l,as uatcl:ir,g myself go through the

motions of living-
23 - Felt I should havc (i():ì(-r norn for him/her during

his/her Iife.
24. Felc that thc dcceasc,<l ¡:crson perso;ì was,/is gr:iding

ftrc.

Feelings f'vc
seeks I
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Thoughts and Feelings Irve ffad i¡¡ tt¡e
Pâst ltonth (4 weekst

25.

26. Thought thaÈ the death sas a punishment forthings I did in Èhe past-
27. Sensed the deceased person.s presence.
28. Fett a need to be e¡notionally close to someone.
29. Felt angry at strangers.
30. Felt that some person rras responsible for thedeath.
31. Fett. guilty about my sexual needs.
32- t{as preoccupied ¡rith thoughts of deâth.
33. Felt angry over local, natfonal. or sorldevents.
34. Felt guÍlty about some things I said or didsince the death.
35. Spent ti¡re looking at the deceased person.spíctures, clothing. or belongiags.
36. Felt angry èt relatives.
37. Felt that I have noütiog to live for.
38. Felt that the deceased person is locatedvithin me.

39. FeIt guilty because I.m doing so sell sincethe death.
40. Pelt, compelled to change my residence þecauseof r¿hat some people thought about the death-
41.. FeIt emotionally distånt froa people.
42- Thought that there are some very real reasor¡s' why I have felt guilty.

Heard the deceased
cough. etc.

person.s voice, cry,

277

43- FeIt angry at cod.
¿t4. FeLt that f caused the death.
45. Felt guilty about some things I said an,l d:dbefore the death.
46. FeIt angry at mysetf.
47. Thought that there isn.Ë any real reason forto feel guitty, yet I do.
48. Felt relicved that !¡e¡,she died.
49- Felt I could havc done sofaething to ¡rreventthe dcä t:h .

L234
L23¡f
L234
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123¿¡
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123¡t
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ThoughÈs ând Fccltngs t.vê Had in the
Past Honth (l seeks)

51. FeIÈ angry at the deceased person-
52. Felt I had a very good relationship eith Èhe

deceased person.
53. FeIt guilty because I have lived longêr than

he./she did.
54. FeIt that I dÍd not grieve correctly.
55. Felt angry at people vho provided care to the

deceased person (doctors, nurses. therapists,
etc. )..

56. ¡t¡as preoccupied vith thoughts about the
deceased person.

57. Felt guilty about ny sexual behavÍor.
58. Felt afraid to be alone.
59. Felt empty.

60. Felt my life has no purpose.
61. Felt a need to be touched or held.
62. FeIt that ûy presence nakes people uncqnfor_

Eable.

63. úlas unable to reach.out to others for help.
64. Could not b€ar io sort or part sith the

deceased personrs belongings-
65. Felt unable to reach out to others for help.
66. FeIt I rrould velco¡ne death.
67- FeIt afraid of losing control of my e¡notions.

at,
o
3o
îl

3o(¡
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Your Initial s:

8i rthdate:

Date:

REYISEO EXPERIETICE QUESTIOTIMIIRE

Dmi c 1984
revlsed (T. HÍldebrandtl August, 1986

On the left slde of the page are thoughts and feellngs that
relatf vbs of dyf ng p¡tleàts smetfnes have. Read the f tem on tlte
left, tfien fn tt¡e r{ght colunn cf rcle how often you have
experfeæea this thoüght or feelfng fn the past ¡onth (4 r*eeksl'
fncludfng todqy.

nonth year

Tlrcughts ¡nd Feelfngs I've Had ln the
past llonti (4 çeeks)

Deoi, Alfce S.

1.

2-

3-

Felt engry at frfends.

Felt ttut lffe has no meanfng.

Found qysclf searching for the patÍent
strcr¡ I ao alone.

Thorfht I sav the patient wt¡en I was
alo..-

Felt g.rf lty wtren I enjoyed myself.

Felt i t¡¡ve a poor relationshÍp wÍth

4.

5.

6.

279

the p.tlent-

7- fctt lc¡rful that sanething else bad
rtt¡t tuppen.

8- Lost fnterest fn people that t formerly
cared about.

9- Thought that I contributed to the illness.

10. Yearned for the patfent.

I t - Lost my rel Ígious faÍ th.

ä
o
o
ùl

(,:
o
7o
6
a¡-ã
o

--3-

2

2

2
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Thoughts and Feeffngs I've had fn
Past l'lontft (4 rreeksl

t2.

13.

14.

15.

16.

t7.

18.

19.

20.

2L.

Felt fearful that I nlght die.

Lost fnterest fn qy rork.

Thought I vas loslng qy mfnd.

Fel t a need for pt¡ysfcal fntfmacy.

Lost fnterest fn rctfvftfes that I
fomerly ca¡ ed ¡bout.

Felt bl¡ned by ottcr for the fllness.

Felt fearful that rnotfter of ny loved
ones oight becqe scrfously f ll.
Felt ashaned of tln vqy he./she lfved.

Felt like a part of ¡e ns/is (yfng.

Fett tftat he./she contrfbuted to hf s./her
o*n fllness-

tfie

zc:ooo¡h<3rtooorl.1 5
7oð

22. Felt lfke t vas'rratctrfng ¡yself go tlrrangh
the motfons of lfvfng.

23. Felt I should have done nore for hfo/her
during hfs/hcr lffc.

24. Felt that the patlent vas/is gufdfng ne.

25. Hear{ the patlent's vofce. cql. cough etc-
when I was alone.

26. Ihought tJret tfrc lllress tås r pmlstrcrt
for things I did ín tfte past.

27- Sensed tåe patfent's presence *ften I was
al one.

28. Felt a need to be enotlonally close to
sotneone.
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Thoughts and Feelfngs I've had
Past l{onth (4 ueeksl

29.

30.

Felt angql at strangers.

Felt tftat sffie person vas rcsponsfble
for the fllness.

Felt guflty about qy sexual needs.

llas.pr=occupfed rlth thoughts of death.

Felt angry over local, natfonal, or rrorld
events.

Felt guflty abant soe tffngs I safd or
díd sfnce tlþ illness.

Spent tlme lookfng at tlte patient's
pictures, clothing, or belongings.

Fel t angry at'relaif ves.

Felt that I have nofüf ng to lÍve for. -''

Felt tftat tJre patfent fs located vÍthfn

31.

32.

33.

34.

fn tlte

35.

36.

37.

38.

zG:o
OOtt<3rfoooùlÉÞ

7o
----lr---

me-

39. Felt guílty because I'n doing so rrelt
sfnce the illness.

40. Felt corpelled to change ny resfderæc
because of vftat some people thought about
the i.l I ness-

41. Felt emotfonally distant frqn people.

42- Thought that ther€ ane sofie very real

I
I

-=ï
PP€3ûo.<a
of?

28L

23
23

r234
L234
t234

4

4

43.

44.

45.

reasons vfry I have felt guilty.

Feìt angry at God.

Felt that I caused the illness.

Felt gullty âbout some thfngs I safd
and did before tJte fllness.

L234
L234
L234

t234
t234

t234
t234
r234



Thoughts and Feelfngs I've had Ín ttre
Past tlonth (4 reeks)

46.

47.

Felt angry at {yself.

Thought tåat tJ¡er.e fsn't any real re¡son
for me to feel guflty, yet I do.

Felt relfeved rt¡en he/she ras dfagnosed.

Felt I could h¡ve done somethfng to
prevent tJ¡e fllness.

48.

49.

50. Felt guilty about lfttle, unÍnportant
thfngs.

51- Felt angry at the patíent.

52. Felt I have a very good relatíonshÍp
wf tJr tåe patient.

53. Felt guÍlty because I vill lÍve longer
than fte/she rÍll. 

..

54. Felt tftat I dÍd not cope rÍttr the itlness
correctly.

55. FeIt angry at þopie wfro provided care to
the patient (doctors, nurses, therapists,
etc. )

56. l{as preoccupied with tftoughts about the

z(âooort<3ÉooarlÉ?'

t23
L2t

L23
L23

PP4.7oo.<¡
O.+
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58.

59.

60.

61.

62.

patient.

Felt guTlty about my sexual behavior.

Felt afraÍd to be alone.

Felt empty.

Felt my life has no purpose.

Felt a need to be touched or held.

Felt that my pnesence makes people
uncomfortabl e.

4

4

4

4
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Thoughts and Feelfngs I've had in tfte
Past I'tonth (4 teeksl

63. l{as unable to reach out to others for
helP.

64. l{anted to sort or part with tJre patfent's
belongfngs.

65. Felt unable to recall the patÍent's inage

66.

67.

she.n. I vas alone.

Feìt I rould relcome death.

Felt afrafd of losfng control of qY

e¡otf ons.

zs:oo<3ootl .1
7o6
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Initials:
Date of Birth:

Pretest Interview Guide

Introduction to the interview guide:

I'm going to be asking you a few questions about your family
and-urrent illness. Please f ee1 f ree to
anslrer only the questions you are comfortable with and to
Iet me know if you are getting tired. Feel free to stop the
interview at any tirne.

1. Could you tell me a litt1e bit about yourself and your
fami 1y?

PRETEST INTERVIEW GUIDE

Date

2. How long have been coping with
i 1 Iness?

Could you teII me
(distressing symptoms )

How much difficulty would you
with the illness?

How would you
with ?

little bit more about it?

say your are

Dresent

describe

having coping

your

284
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3. Do you think
workers) understand

fami Iy:

f r iends :

others ( f arnily, f riends, health care
what you are going through or feeling?

health care workers:

Is there someone you can talk to,
thoughts and feelings?

Do you feel supported by famiLV/triends/health care
wor ker s ?

How many people do you feel you can turn to for support?

and share your

- 285



4. Many people
their lives when
feel your life
i Ilness?

talk about
there is an

has changed

How do you feel about these changes?

the changes
illness in

in any way

How do you feel you are coping with these changes?

5. Are there
causing you
(work/ret i rement ,

they experience in
the family. Do you
slnce

r"m finished with my questions
anything else you would like to

any other aspects of your
stress or anxiety at

f arni Iy, other losses )

Are there any questions you would like to ask of me?

How did you find this interview. Were there any questions
that were particularly stressful for you?

I'd like to thank-you for your
participate in the study.

Iife that are
this time?

at this time. Is there
di scuss?

time and your willingness to
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Inïtials:
Date of Birth:

day month year

Bereavement Interview Guide

InÈroduction to the interview guide:

BEREAVEMENT

What I would like to do
about your current
surrounding
answer only the questions you
let me know if you are becoming
stop the interview at any time.

INTERVIEW GUIDE

Date

1. Can you ÈeII me about the circumstance surrounding
death?

Were you and he/she able
death?

now is to ask you a few questions
situation and the circumstances

How long was
clled I

death. Please feel free to
are comfortable with and to
tired. Please feel free to

How prepared did you feel for

to talk about his/her impending

in the hospital before he/she

death?
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2. Can you teIl me a little bit about

3. Do you think
workers) understand

fami Iy:

friends:

others (family, friends, health care
what you are going through or feeling?

the funeral?

heath care workers:

Is there someone you feel you can talk to?

Do you feel feel supported by farnily,
care workers?

How many people do you feel you can turn to for support?

friends or health
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4. Many people talk
their lives when there
you feel your life has

about the changes they experience
has been a death in the family.
changed in any way?

How do you feel about these changes?

How do you feel you are coping with these changes?

5. Are there any other aspects of. your life that are
currently stressful for you? (work/retirement, family,
other losses)

f'm finished with my questions. Are there any other
concerns you would tike to teII me about?

tn
Do

Do you have any

How has this
guestions which

I would like to
to participate

questions you would like to ask of me?

interview been for you? Àre there any
were particularly stressful?

thank-you for your time and your wiLlingness
in the study.
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CONST'MER EVALUATTON

lnitials¡ Date

Date of Birth:

Consumer Evaluat'ion

The following questions relate directly to the bereavement
followup program of the Palliative Care Unit of the St.
Boniface General HospitaI. Please answer only the questions
you feel comfortable with.

1. How would you describe your experience with the
bereavement program?

2. Comment on how you felt about each of the following:

the bereavement card:

a telepho.ne call- f rom the bereavement visitor:

home visits from the bereavement visitor:
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the bereavement social evening:

3. Did.you feel the bereavement visitor understood what you
were going through? Why did you feel this way?

4. Would you have
was not affiLiated
explain.

5. What would you
bereavement program?

preferred to be contacted
with the palliative care

6. What would you
bereavement program?

identify as the major strength of the

by someone who
unit. Please

identify as the major weakness of the
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7. What suggestions
bereavement program for

8. rf you had
becoming involved
you do so? why or

can you
you?

make that would

9. Would you
individual who
or why not?

the opportunity to make
in the bereavement program
why not?

Àdditional Comments:

improve the

recommend the bereavement
had gone through a similar

the choice of
again, would

program to another
experience? wtry
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